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 Background: The Indian healthcare system is undergoing rapid change. While 
the country seeks to provide universal health coverage (UHC), aspirations for UHC 
require linkage with non-government providers (including charitable providers) who 
provide 60-70% of patient care. One of the largest groups of charitable providers in India 
are Christian Mission Hospitals, whose historic role of healthcare delivery to the poor and 
underserved is challenged by external and internal pressures. This study explored the 
main challenges facing mission hospitals, their response to those challenges, and the role 
they might play in healthcare delivery going forward. 
Methods: The study employed interdisciplinary, mixed methodology to assess the top 
challenges and responses between 2010-2017. The theory of everyday resilience was 
used to categorize challenges as chronic stresses or acute shocks and explore features of 
resilience in responses to challenges along with the underlying capabilities that enable 
resilience responses. The study included site visits to 11 mission hospital facilities, 5 
mission hospital associations, and 83 key informant interviews. Interviews were 
thematically analyzed using NVivo and triangulated with other study data.  
	
	 ix 
Results and Discussion: Mission hospitals were impacted by social, political, and health 
system changes. Most challenges operated as “stressors”, for example, strained 
governance structures and human resource shortages. “Shocks” included major changes 
in health policy and increasing competition from for-profit providers. In response, some 
mission hospitals exhibited traits of everyday resilience, traversing between absorptive, 
adaptive, and transformative strategies. Among mission hospitals that appeared to be 
successfully navigating challenges, three core capacities were present: 1) cognitive 
capacity, understanding the challenge and developing appropriate response strategies; 2) 
behavioral capacity, having agency to deploy context-specific response; and 3) contextual 
capacity, having adequate resources, including hardware (money, people, infrastructure) 
and, importantly, software (e.g. values, relationships, networks), to exercise the first two 
capacities.  
Conclusion: While mission hospitals face a series of internal challenges, many exhibit 
features of everyday resilience and retain strong commitment to population health and 
service to the poor. These features make them potentially strong partners in the 
realization of UHC, in addition to continued or expanded provision of services that 
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CHAPTER ONE: BACKGROUND 
Religion and Health: A brief Introduction 
As long as there has been religion, religious traditions have provided guidance 
about how people ought to live. But beyond individual prescriptions for righteous living, 
religion has always been expressed in the public domain, including acts of service or 
charity in the form of medical care, particularly for the poor. As Gunderson and Cochrane 
put it, “the history of religion can barely be separated from health”.1 For example, the 
famous Indian physician and pioneer surgeon Sushruta (1000-600 B.C.E) is said to have 
been trained by the surgeon to the gods, King Divodasa, out of sympathy for the suffering 
of humanity.2 Some of the earliest known hospitals trace back to Sinhalese culture under 
Buddhist influence around the fourth century B.C.E,1 while another early hospital model 
came from Cappadocia (modern-day Turkey) in 370 C.E. where Basil of Caesarea built a 
poorhouse that came to be known as the first Christian hospital.3 By the 12th century, 
hospitals serving the sick and the poor could be found in nearly every Islamic city,4 and 
by the 16th and 17th centuries, the Jesuits and Franciscans had established medical 
missions throughout Africa, Asia, and the Americas.5 While all religions have extensive 
historical and modern interactions with health, healing, and conceptions of wholeness, 
this project examines the intersection of the Christian tradition and health. As this is a 
public health dissertation, the content below emphasizes history relevant to public health 
academics and practitioners, particularly those familiar with certain elements of public 





Religion and Health in the 20th century, with a focus on Christianity 
In many parts of the world, the relationship between Christian health institutions 
and the community have been complicated by historically symbiotic relationships 
between medical missionaries and colonial powers6 or the use of coercive proselytization 
in health facilities.7 Yet other narratives underline the way that religious actors have 
improved population health due to their embedded knowledge of and long-term 
commitment to the community.1 One of the most famous examples comes from England 
in 1854 where a pioneering doctor named John Snow worked together with a local priest 
named Henry Whitehead to track down the source of a voracious Cholera epidemic. 
Together the two men interviewed families who had lost loved ones, many of whom 
belonged to Whitehead’s parish, in order to find the source of the outbreak: a 
contaminated water pump. Snow went on to be named the father of modern 
epidemiology, but his work would no doubt have suffered if not for his collaboration with 
Whitehead.1 Another example comes from Nigeria in the 1960s when Christian medical 
missionary William Foege learned of a smallpox outbreak from another missionary 
serving in a remote area. Knowing that smallpox was most likely to spread among friends 
and family, Foege and his missionary network conducted nightly calls over radio to 
discuss sightings of smallpox symptoms and used their knowledge of social networks to 
track others who may have been exposed to the disease. Within four weeks, an outbreak 
that could have become a major epidemic was halted. Foege went on to use this 
experience as the model for global smallpox eradication, achieved just nine years later.1 




exists on multiple planes: the interpersonal, the communal, the societal, and the 
international. At the dawn of the 20th century, rising globalization, growing opposition to 
colonial powers, and rising independence movements increasingly called into question 
the role of foreign missionaries and their associated medical work.8 In 1910, 1,200 
representatives from over 160 Protestant mission societies met in Edinburgh, Scotland to 
discuss the future of missions outreach in the 20th century. One notable voice at the 
conference was V.S. Azariah, a second-generation Indian Christian who had founded the 
Indian Missionary Society in 1905. Christian missions historian Dana Robert writes, 
“While expressing thankfulness for the sacrifices of the missionaries who brought the 
gospel to India, [Azariah] criticized the paternalism and colonialist attitude of superiority 
that characterized even the best missionary work. Azariah asked for true equality and 
partnership between missionaries and indigenous Christians”.8  
 The momentum of the Edinburgh gathering eventually morphed into the 
formation of the World Council of Churches (WCC) in 1948, 1 a global Christian 
organization that was part of a larger trend in post-WWII era that also led to the 
establishment of multilateral agencies like the United Nations and World Health 
Organization (WHO), and formalized independence for many colonized countries, 
including India. During the 1950s and 1960s the world began to reconcile with new 
distributions of power, which, among many emergent dynamics, led to growing 
uncertainty for medical missions establishments around the world as formerly colonized 
																																																								
1 The World Council of Churches is an ecumenical body that includes most orthodox and mainline 
Protestant denominations, along with some Evangelical denominations. The Roman Catholic church is 




nations developed their own public health systems.9 By the early 1960s, around the same 
time that Foege and his missionary companions were working on smallpox in Nigeria, a 
WCC study found that more than 12,000 hospitals run by Christian churches around the 
world were rapidly becoming obsolete and that operating costs were increasing 
dramatically.10 Following this report, the WCC organized two ecumenical consultations 
in Tübingen, Germany to review the nature of the church’s involvement in medical 
missions around the world and the theological nature of that work.9,10 (During the same 
period of Ecumenical Protestant reflection, Pope John Paul VI published his encyclical 
Populorum Progessio, focusing Catholic Social Teaching on the development of all 
nations and people groups, particularly the poor.) As a result of the Tübingen 
consultations, the WCC formed the Christian Medical Commission (CMC) in 1968, 
charging it “with the responsibility to promote the coordination of national church-related 
medical programs, and to engage in study and research into the most appropriate ways in 
which churches might express their concern for total healthcare”.9 The first director of the 
CMC was Dr. James McGilvray, who had formerly served as the medical superintendent 
of a large hospital in India: Christian Medical College Vellore.   
During this time, WCC headquarters neighbored WHO headquarters in Geneva, 
Switzerland, allowing members of each organization to share ideas and attend joint 
meetings. Thus, internal reflections taking place among members of the CMC about the 
nature and expression of Christian healing and healthcare filtered into discussions at 




Principles of Primary Care.210 These principles, in turn, supported the larger movement 
within WHO, led by Dr. Ken Newell and WHO director Dr. Halfdan Mahler, towards the 
1978 adoption of the Alma Ata Declaration. 5,11,12 The Alma Ata Declaration called for 
broad collaboration between governments, multinational organizations, and non-state 
actors to achieve primary healthcare access to all citizens by the year 2000.5 Despite 
global enthusiasm, the vision of Alma Ata sputtered to a halt by the early 1990s for a 
variety of reasons, most notably the reduction of Alma Ata’s universal aspirations into 
discrete, quantifiable goals referred to as “selective primary healthcare” that were guided 
by neoliberal economic theories emphasizing decentralization, cost recovery, private 
health insurance, and user fees.12–14 The Christian Medical Commission likewise lost 
momentum and dissolved by the end of the 20th century.9  
 
HIV/AIDS and the growth of Faith-Based Health Delivery Organizations 
While the vision for Alma Ata failed to take root worldwide, the eruption of 
HIV/AIDs in the 1980s and 1990s exacerbated weaknesses in global healthcare systems, 
stretching many nearly to the breaking point, and ultimately demanded that governments, 
global public health agencies, funders, and faith-based organizations (FBOs) work 
together in unprecedented ways. Despite internal divisions within religious groups around 
themes of sin, justice, sexual activity, and God’s judgment,5 many FBOs became an 
																																																								
2 1) Shaping primary care around the life patterns of the population; 2) integrating primary healthcare 
with the various components of the health system; 3) encouraging intersectoral cooperation; 4) 
participatory planning; 5) practicability in terms of cost and existing community assets; 6) 
complementarity among promotive, preventive, and curative health approaches; and 7) subsidiarity 




integral part of the HIV/AIDS response, encouraged in part by funding made available to 
faith-based groups (for example, through the US President’s Emergency Plan for AIDS 
Relief also known as PEPFAR).12 In 2003, WHO and the Joint United Nations 
Programme on HIV/AIDS (UNAIDS) launched the 3x5 initiative, with the goal to get 
three million people living with HIV/AIDS on treatment by 2005. To help achieve the 
3x5 vision, UNAIDS’ Sally Smith, a former Christian medical missionary to Nepal, 
began to reach out to FBOs in an effort to expand HIV/AIDS prevention and education. 
Remarkably, the 3x5 target was achieved in 2006, thanks to the mobilization of 
community groups around the world, including FBOs.5  
Motivated to understand better the interaction between FBOs and the HIV/AIDS 
response, in 2005 a group of South African researchers based at the University of Cape 
Town decided to evaluate faith-based community HIV/AIDS initiatives in the Eastern 
Cape.15 Following their first rigorous evaluation, the group, then called the African 
Religious Health Assets Program (ARHAP) now called the International Religious 
Health Assets Program (IRHAP), rallied support from WHO and Emory University to 
study religious HIV/AIDS services in Zambia and Lesotho. This project described 
tangible and intangible “assets” that contribute to health within religious communities, 
and beyond them, to their neighborhoods and broader society. Tangible assets include 
religious hospitals, chaplains, traditional healers, care groups, and birth/death ceremonies. 
Intangible assets include prayer, rituals, networks, resilience, belonging, hope, and love.1 
In 2007, ARHAP presented their findings at a national press conference in Washington 




between FBOs and the larger health system, and highlighting the gaps in WHO’s 
traditional health mapping tool (e.g., WHO’s analysis often overlooked religious 
providers and thus presented an incomplete picture of global health systems).5,15  
The success of ARHAP’s studies helped build a body of evidence describing the 
unique assets of FBOs and their critical role in healthcare delivery across Africa. These 
reports in turn led to the 2008 WHO publication Building from Common Foundations: 
The World Health Organization and Faith-Based Organizations in Primary Healthcare,14 
which called for a renewal of dialogue and partnership with FBOs. Similarly, groups like 
the Global Fund and the United Nations Population Fund (UNFPA) sought to expand 
partnerships with FBOs. In their Guide to engaging FBOs as agents of change, UNFPA 
writes: “At a time where basic needs are becoming increasingly harder to provide for 
more than half of the world’s population, we can no longer avoid acknowledging the 
parallel faith-based development universe which reaches so many and provides so 
much.”16 
Other scholars empirically examined the relationship between religion and faith-
based engagement with HIV/AIDS, noting the way the epidemic, like other epidemics in 
human history, highlighted and elevated the engagement of FBOs in health.17,18 At Emory 
University, the Interfaith Health Program (originally spearheaded by Dr. William Foege), 
published an edited volume arguing that religion is a social determinant of health. In the 
book’s preface, the editors wrote: “We want to sketch out a role for religion as a social 
force […] a force that can harm both by its absence and by too overbearing a presence 




considered not only as an independent determinant of health but also for the numerous 
ways in which it may interplay with economic determinants.”12  
 
Calls to engage Faith-Based Health Providers in the 21st Century 
While religion has yet to be deemed a “formal” social determinant of health by 
many in the public health community, the call to include FBOs in global health dialogue 
continues to gain traction. In July 2015, the World Bank along with McKinsey & 
Company, The Joint Learning Initiative, and IMA World Health, hosted a conference 
entitled Religion and Sustainable Development. World Bank President Dr. Jim Kim 
explained the Bank’s interest in FBOs:   
“Faith- based organizations and religious communities are often doing the 
essential work on the frontlines of combatting extreme poverty, protecting the 
vulnerable, delivering essential services and alleviating suffering. We are looking 
to expand the World Bank Group’s partnerships with faith inspired organizations 
toward reaching our shared goal to end extreme poverty within a generation.”19  
The conference featured two events: the release of a Lancet series on Faith Based 
Health Providers (FBHP) and the official launch of the Sustainable Development Goals 
(SDGs), with special attention to the ways that FBHPs might engage with the post-2015 
development agenda. Faith Based Health Providers are defined as “entities that are self-
defined by common religiously informed profession (faith) and practice (ethics or 
worship), their leaders and congregational infrastructures, and faith-linked health-care 




German Federal Ministry for Economic Cooperation and Development, and UKAID, 
participated in three days of conversation that explored ways to systematically include 
religious organizations in development, and to outline principles and criteria that should 
govern cross-sector collaboration. 
The conference highlighted three important themes. First, for the sake of effective 
partnership, religious literacy among development actors and development literacy for 
faith-based actors should be increased. Second, the pressing need for work to expand and 
disseminate the evidence base for the outcomes of religious work in development; and 
third, that the wisdom of religion had to be considered for the ways in which it 
underscores development goals for human health, peace, and freedom.19  
In the concurrent Lancet series, researchers presented evidence about the known 
assets of FBHPs including access and services for hard to reach populations, priority for 
the poor and marginalized, mobilization and support of volunteers, and innovative fee 
structures and governance approaches. The series also highlighted the drawbacks of faith-
based healthcare such as inadequate or unpredictable financing, variable governance, and 
priorities and strategies that differ from the national health system.21 In recognition of 
persistently controversial areas such as abortion, artificial reproductive technology, child 
marriage, sexuality, violence against women, and end of life care,22 the series 
recommended rules for cross-sector engagement, including refraining from using 
religious teachings to undermine evidence-informed public health practices and 
refraining from using secularist ideology to undermine effectiveness of faith-based 




research to move beyond “broad generalizations of the magnitude and character of FBOs 
and instead find out how different kinds of FBHPs operate within different contexts and 
systems”.23  
History of Indian Mission Hospitals  
 Following the recommendation of the Lancet series, this dissertation project 
focuses on the role of FBHPs, specifically Christian mission hospitals, in the Indian 
context. In order to explore the current role of mission hospitals in the Indian context, it is 
important to understand their history and the history of Christianity in India. As both 
topics could fill volumes, the aim of this section is to set the stage adequately for the 
dissertation. Table 1 features key dates pertaining to mission hospital history alongside 
the configuration of the Indian health system.  
Table 1: Timeline of significant events in the history of Christian Mission Hospital 
services in India8,24–28  






King Ashoka patronized 
Ayurvedic medicine 
Ayurvedic and Siddha 
medical systems 





1510 Portuguese founded Royal Hospital in 
Goa 
Hospitals established by 
colonial governments to 
serve colonialists and 
tradesmen; some 
government hospitals 
turned over to church 
management  
 
1555-1605 Emperor Akbar encouraged 
amalgamation of Unani and Ayurvedic 
systems  
1540 Jesuit missionary Francis Xavier arrived 
in Goa. Francis was a companion of St. 
Ignatius of Loyola and one of the first 
Catholic missionaries in India 
 1571 Jesuit hospitals established throughout 
South India funded by local fisherman 
and by fines imposed on criminals 
Use of Allopathic system 
of medicine commences 
with arrival of Europeans 
 1600s East India Company established trade 





  1706 Dutch Missionaries (German by 
nationality) sent to Tranquebar, Tamil 
Nadu. These missionaries established 
churches, orphanages, other institutions 
for social outreach 
 
 1793 William Carey, first British Baptist 
Missionary arrives in West Bengal. 
Carey is known as the “founder of 
Modern missions” 
 
 1800s Throughout the 19th century, Catholic 
medical personnel worked in 
government hospitals 
Organized, allopathic 
medical training begins 
 1813 At the urging of abolitionists and 
missionaries, the British Parliament 
forced the British East India Company 
to permit missionaries, after which, 






Mid-1800s - American Baptist & Presbyterians 
started medical missions work 
- Zenana missionary movement grew: 
women doctors setting up hospitals and 
healthcare services for women and 
children 
- Establishment of Lady Dufferin Fund 
which aided hospitals and dispensaries 
for women and children in Uttar 




at sub-district and district 
levels; medical colleges 
and teaching hospitals 
established at provincial 
level 
 1869 First single female missionary doctor, 
Clara Swain, sent to India by American 
Methodists 
 
 1881 Charlotte Hospital, Ludhiana established 
by female medical missionaries (later 
named Christian Medical College, 
Ludhiana) 
 
 1883 Curriculum for a formal three-year 
training course for nurses adopted by 
mission hospitals in Patna, Lucknow, 
and Banaras 
 
 1889 Miraj Medical School and hospital 
established 
 
 1898 Hospital established by first Catholic 











1900 Ida Scudder established a small clinic in 
Vellore, India 
 
1905 Medical Missionary Association Formed 
(which later became the Christian 
Medical Association of India (CMAI) in 
1924) 
 
 1910 Medical Missionary Association 
established nurse training curriculum, 
including curriculum in vernacular 
languages   
 
 1918 Training course for female doctors 
established by Dr. Ida Scudder 
 
 1921 First Christian Ashram started with an 
attached Hospital  
The Government of India 
Act of 1919 giving 
statutory sanction to 






 1924 Christian Medical College Vellore 
expanded their medical work with a new 
267 bed hospital 
 
 1936 Pope allowed religious orders to practice 
medicine and midwifery, allowing 
Catholic medical services to expand 
 
 1937 Catholic hospital established in Andhra 
Pradesh by Sister-Doctor Mary Glowrey 
 
 1943  Catholic Hospital Association of India 
Founded by Sister-Doctor Glowrey 
(later called the Catholic Health 
Association of India) 
 
 1943 Bhore Committee, headed by Sir Jacob 
Bhore, an Indian Christian 
Bhore report 
recommends wide 
expansion of government 
health services in order 
to provide health services 
to all citizens, 
irrespective of ability to 
pay 
Independence 1947 Indian Independence  
 1950s Medical Ashrams established in Madhya 
Pradesh and Tamil Nadu 
The Government of India 
set up the Planning 
Commission in 1950 to 
prepare a plan for the 




balanced utilization of 
the country’s resources; 
Beginning of “5-year 
plan” era 
 1950 Sisters of Charity established by Mother 
Teresa 
 
Early Statehood 1960s/70s -Missionary visas no longer issued, 
exodus of foreign missionaries, many 
mission properties nationalized or 
closed, while other mission hospitals 
expanded (e.g. CSI hospitals)  
- Jamkhed established by Christian 
doctors  
- Dr. Charles Taylor of Johns Hopkins, 
son of missionaries, worked with Indian 
government in Punjab and was the head 
of Department of Preventive and Social 
Medicine, CMC Ludhiana 
1966 Report on 
Hospitals, led by 




improved and expanded 
public health services: 
Teaching hospitals: 500 
beds 
District Hospitals: 200 
beds 
Taluk hospitals: 50 beds 
Primary Health Centers: 
6 beds 
 1969 Emmanuel Hospital Association 
established 
 
 1974 Evangelical Medical Fellowship of India 
established 
 
 1978 Alma Ata Declaration   
Market 
Liberalization 
1990s Market Liberalization: opening India to 
economic growth, foreign investment, 
and growth of corporate healthcare 
Many mission hospitals continued to 
struggle 
Major expansion of 
Private, for-profit 
hospitals and healthcare 
systems; declining 
market shares for public 
health and charitable 
health facilities  
 As the timeline illustrates, Christian medical mission work in India took shape in 
the 16th century when Jesuit missionaries arrived in Goa.8 By that time the Portuguese 
had colonized portions of West and South India, forming a pathway for Jesuit 
missionaries into the country. Initial medical work included taking over government 
health facilities that catered mainly to colonists and traders, and later expanding into 




Catholics more broadly, were known for inculturation (gradually acquiring the 
characteristics and norms of another culture), while early Protestant missionaries were 
known for vernacularization (learning local languages); both methods, she says, 
deliberately engaged with aspects of local culture and attempted to transmit Christian 
teaching in familiar modes.8  
 By the 17th century, European Protestant countries like England and Holland 
began to plant colonies throughout India. Their associated trading companies and military 
outposts often included ministers, many of whom worked on translating the Bible into 
local languages and engaging in charitable services.8 Two notable examples were 
Bartholomaus Ziegenbalm (d. 1719) and Heinrich Plautschau (d. 1747), German 
Lutheran missionaries sponsored by the Dutch government to work in Tamil Nadu. The 
young missionaries learned Tamil and Portuguese and sent some of the first reports about 
Indian culture back to Europe. Eventually their extensive translation work bridged into 
deeper ties with the community and the development of a college, churches, orphanages, 
and other institutions for social outreach.8  
 Medical missions continued to grow throughout the 18th and 19th centuries, 
particularly those founded by British and American missionaries. While missionaries 
often benefitted from collegial relations with colonial governments, they were also often 
at odds with traders because the missionaries tended to interfere with the exploitation of 
local people.8 It was not until the British government forced the East India Company to 
permit missionaries that the work of missionaries and medical missions began to boom.8 




the missionaries and their families, and only later, included medical care for local 
communities.8,29 Shah notes that while some early mission hospitals practiced shameful 
forms of racism (for example, prioritizing missionary health over the health of the 
community), the high mortality rate among missionaries made their interest in medical 
care for their own seem less preposterous.26 Among the more fatal conditions were 
malaria, cholera, small pox, tuberculosis, plague, diarrhea, pneumonia, and shipwrecks.26  
 In the early 20th century, Christian medical work continued to expand, albeit at 
different tempos for Catholics and Protestants. Up until the late 19th century, Catholic 
health workers largely served in government health facilities, but changes in Church 
policy allowing religious orders to practice medicine and the initiative of a few visionary 
nun-doctors caused Catholic work to accelerate throughout the 20th century.8,26,30  
Protestant medical work continued to grow steadily until the post-independence era, after 
which many Protestant  hospitals began to decline due to a variety of factors, among them 
the increasingly restricted availability of missionary visas, which led to loss of foreign 
financial and human resources.31  Table 2 provides an overview of Protestant and 











Year Hospitals Dispensaries Bed-strength 
1903 125 212 2,371 
1937 246 212 10,516 
1947 197 1351 13,651 
1996 2502  7,642 
Current Protestant statistics* 
Facilities & Services: 330 Member Institutions (including hospitals) 
Medical Training: 4 medical colleges 
Personnel: 12,000 Healthcare professionals within all affiliated 
institutions 
 






India Data  
 
Year Hospitals Dispensaries Bed-strength 
1901 10 16 - 
1910 13 32 - 
1922 - 175 - 
1947 4002  - 
1995 459 1300 25,717 
Current Catholic Health statistics  
Patients 
• Annually treat over 21 million patients  
• Oversee self-help groups with 2 million members 
Facilities & Services 
• 2,322 Primary care facilities (About 40% with 1-10 beds) 
• 615 Holistic Geriatric Care Centers 
• 500 Disability Rehabilitation centers 
• 445 Secondary Hospitals 
• 211 Social Service Societies – implementing over 600 health 
projects 
• 183 Tertiary Hospitals 
• 163 Leprosariums 
• 123 Holistic Care Centers for PLHIVs 
• 107 Mental Health Centers 
• 82 TB Sanitoriums 
• 61 Centers for Alternative and Complementary System of 
Medicine 
• 40 Rehabilitation Centers for Children infected/affected with HIV 
• 32 Counselling & De-addiction centers 
• 30 Palliative Care Hospices 
Medical Training 
• 5 Medical Colleges 
• 145 Nursing Colleges (8,700 graduates per year) 





• 1,000 Nun Doctors 
• 25,000 Nun-Nurses 
• 10,000 Nun-Professionals in Allied Health Systems 







Health in India 
Current composite statistics   
• 3,500 Clinical Establishments from primary care to tertiary hospitals 
• 70,000 inpatient beds (23% in rural areas) 
1. Baru states that part of the decline in facilities may be due to the partition whereby parts 
of Punjab and Bengal became Pakistan  
2. This number is only available for “Institutions”; it is unclear what percent were 
hospitals or dispensaries  
 
Christianity in India    
 There are three broad categories of Christians in India: Orthodox, Catholic, and 
Protestant.37 Orthodox Christians refer to Syrian Orthodox Christians, who are sub-
divided into multiple denominations. Orthodox churches are the oldest communities of 
Christians in India, linking their history to St. Thomas’ arrival in India in the first century 
C.E..37 Orthodox Christians have not been as historically engaged in mission hospital 
work as their Catholic and Protestant counterparts. Catholic refers to Roman Catholics 
who recognize the authority of the Pope in Rome. Catholics arrived in India in the 16th 
century and have since grown to include hundreds of Roman Catholic congregations. 
Protestant Christians began to arrive in India in the 18th century and include a wide range 
of denominations such as Baptists, Presbyterians, Lutherans, Anglicans, 7th Day 
Adventists Evangelicals, Pentecostals, and notably, the Church of South India (CSI) and 
Church of North India (CNI). Both CSI and CNI are ecumenical denominations formed 




Congregational, Presbyterian, and Methodist denominations.38,39 While Catholics and 
Orthodox constitute the largest percentages of the Christians in India, some Protestant 
denominations, particularly Evangelical and Pentecostal denominations, have grown 
rapidly in recent years.40  
 Regionally, Indian Christians are most concentrated in the south, along the west 
coast, and in the northeast. Although it is a minority religion in India (officially less than 
3% of the population) Christianity has had an outsized influence on health and education 
institutions in the country since many were established primarily by colonists from 
majority Christian countries as well as Christian missionaries. Despite its influence – or 
perhaps because of it – historically and at present, Christians in India face a great deal of 
social scrutiny, and, in some cases, violent opposition for their perceived association with 
Western powers and accusations of coercive proselytization among socio-economically 
disadvantaged groups.40,41 Shah and Shah point out that the number of Christians in India 
might be higher than reported as Dalit Christians (who make up an estimated 45% of the 
Christian population) lose benefits reserved for low-caste groups such as jobs and 
education if they officially designate themselves as Christians.40  
 Indian Christians have not engaged in the types of religious battles between 
Catholic and Protestant that have plagued Europe for centuries; instead, they often 
demonstrate notable acts of ecumenism (e.g. CNI, CSI). Interfaith tensions, nevertheless, 
do exist, albeit less explicitly. Indian Christians are often divided within and between 
denominations around issues of Christian practices (for example, how Christianity should 




ecclesiology (the nature and structure of the church), and soteriology (doctrines of 
salvation).18,40   
 
Mission hospitals today 
 Today, there are three large Christian health networks in India: Christian Medical 
Association of India (CMAI) with 330 Protestant institutions,33 The Catholic Health 
Association of India (CHAI) with over 3500 institutions,33 and Emmanuel Hospital 
Association (EHA), a Protestant Evangelical organization with 20 hospitals and a large 
network of community health projects.42 All three associations express commitment to 
work towards health for all, especially for “resource poor people of India living in remote 
and difficult to reach areas of the country, who have little or hardly any access to 
healthcare in the places where they live”.32 While there are many Christian medical 
colleges belonging to different churches, three are well-known and highly ranked by 
national organizations and publications:43 Christian Medical College, Vellore;44 Christian 
Medical College, Ludhiana;45 and St. John’s Medical College in Bangalore.46  
 In 2012, the Christian health networks partnered together with the three Christian 
Medical colleges to form the Christian Coalition for Health in India (CCHI).32 CCHI 
states that Christian mission hospitals are the second largest provider of healthcare in 
India after the government, with 70,000 collective inpatient beds, 16,000 of which are in 
rural areas. According to the Central Bureau of Health Intelligence, in 2018 the 
Government of India provided 710,761 inpatient beds across the country, of which, 




mission hospitals provide approximately 9.8% of the number of beds provided by 
government, and 5.7% of the number of rural beds provided by government.47  
 While these figures are illuminating, the claim that Christian groups are the 
“second largest provider” after the government remains challenging to validate. Bed 
counts are only one way to quantify size of health provision and do not reflect the scope 
of outpatient care or community health initiatives provided by the various sectors of care 
(e.g. government, corporate, charitable). In addition, there are no concrete national 
figures about the number of beds in the corporate or informal sectors.48 Despite the 
quantification challenges, it is accurate to say that Christian groups are indeed major 
providers of healthcare in India.  
 
Other Faith-Based Health Providers in India 
India is known for its diversity of religious practice; over 80% of Indians are 
Hindu, approximately 13% are Muslim, 2-3% are Christian, 2% are Sikh, while even 
smaller proportions are Buddhists, Jains, and those with no religious affiliation.49 Nearly 
every religion in India has activities in health or healing, but it is not entirely clear how 
many FBHPs exist in India. There are a small number of mapping studies in specific 
geographic areas,50 but they fall short of comprehensive landscape analysis due to 
complicating factors like huge geographical spread, regional diversity, and lack of 
visibility of many FBOs. In the early 1990s, the World Development Report stated that 
FBHPs provided 10% of clinical services in India.51 A 2005 World Bank study found that 




hospitalizations in urban areas and 17% in rural areas; by the mid-1990s, these numbers 
had declined to 6% and 8% respectively.52  Another study conducted in 2009 by the 
Asian Development Bank found approximately 1.5 million non-government 
organizations (NGOs) in India; 26.5% engaged in religious activities, 21.3% in the area 
of community and/or social services, and 6.6% engaged in the health sector (it is unclear, 
however, how much overlap exists between these categories, e.g., religious actors also 
engaged in health).53  
In her 2013 book Global Institutions of Religion, Katherine Marshall emphasized 
that estimates of religious engagement in health and development in India are “very 
rough” and difficult to accurately quantify.54 Despite the challenge, Marshall goes on to 
highlight some of the best known Hindu health and development groups, including:  
• Bochasansawi Shri Akshar Purushotam Swaminarayan Sanstha (BAPS) 
part of the larger Swaminarayn Movement that originated in Gujarat 
• The Ramakrishna Mission, founded in 1897 by Swami Vivekananda, 
which currently runs 15 hospitals, 130 outpatient clinics, 5 nursing 
schools, and 59 mobile clinics;55  
• The Isha Foundation, founded by Sadguru Jaggi Vasudev, which promotes 
health through a customized system of yoga called Isha Yoga, as well as 
community-based disease prevention, primary healthcare services, and 
allopathic treatment 
• Health outreach led by Sri Mata Amritanandamayi Devi, also known as 




hospital in Kerala that provides health services based on a sliding fee scale 
• Sathya Sai Baba Hospitals and Institutes of Medical Sciences, affiliated 
with the South Indian guru who is believed by devotees to be the full 
divine incarnation of Shiva and Shakti.54  
 While there are numerous Hindu organizations dedicated to health and 
development, there have been few formal coalitions or alliances between them. One 
exception was the Hindu Leader’s Caucus on HIV, which brought together a wide range 
of Hindu leaders to advocate for HIV/AIDS patients. However, the deep-rooted 
heterogeneity of “Hinduism” reduces the likelihood that “Hindu” health organizations 
will emerge in similar fashion to other religious groups.56  
Muslim hospitals are also a part of India’s healthcare landscape, although there 
are no known India-based Islamic health and development networks. Large Islamic 
hospitals include the Prince Aly Khan Hospital in Mumbai,57 Era’s Lucknow Medical 
College and Hospital,58 and Shadan Hospital in Hyderabad.59 Global networks like 
Islamic Relief are also active in India, particularly during emergencies.60  
 
The Indian Healthcare System  
 As Table 1 illustrates, the Indian health system has undergone many iterations 
throughout the colonial and post-Independence periods. While the Government of India 
has long striven to provide basic health services to all people without financial burden, 
the aspirations of the public sector have continued to fall short. This is in part due to the 




India’s many languages, cultures, regions, and religions are a part of her beautiful and 
baffling complexity. Meeting the health needs of such a vast and diverse group would be 
challenging by any standard; that approximately 21% of the population lives below 
poverty level (BPL), two thirds of whom live in rural areas, compounds the challenge.61,62  
 
The Public Sector 
 The goal of India’s current national health policy is to develop universal access to 
good-quality healthcare services without financial hardship, otherwise known as 
Universal Health Coverage (UHC) (more on UHC is described in Chapter 6).63 The 
responsibility for health is shared between the central government and the states. Indian 
states are responsible for organizing and delivering health services, while the central 
government plays a strong role in policymaking, developing regulatory frameworks, and 
supporting state efforts in health both financially and logistically. In addition, the central 
government is responsible for medical education, national disease control, and family 
planning programs.64 
 India’s publicly owned health facilities operate through a tiered structure (Figure 
1).65 At the primary tier, sub-centers (SCs) serve populations of 3,000-5,000; primary 
health centers (PHCs) serve populations of 20,000-30,000; and community health centers 
(CHCs) serve populations of 80,000-120,000. District hospitals operate as the secondary 
tier, in rural areas or small to mid-sized towns, and specialty and teaching hospitals 
operate as the tertiary tier in urban areas. There are twice the number of government 




rural areas.64 India also faces significant shortages of primary healthcare facilities, 
doctors, nurses, and an estimated shortfall of 6.4 million allied health professionals.66 The 
high and unmet demand for public healthcare services, in addition to other factors, fosters 
increased utilization of private healthcare. In 2005 the government established the 
National Rural Health Mission to improve the scope and quality of services in rural areas 
of the country.67 Later renamed as the National Health Mission (NHM), the NHM’s 
current goal is to support state-level initiatives addressing India’s priority health 
challenges and to  eventually help implement UHC.64,67  




 India’s total expenditure on health, public and private, is about four percent 
(3.93%) of the gross domestic product (GDP).68 Of this 4% expenditure, 1.15% is from 
public health expenditure, while the rest is financed by private health expenditure, of 
which 67.78% is paid for out of pocket (OOP).63,68 While India has the goal to increase 
public spending to 2.5% of GDP by 2025,63 the increase will likely remain insufficient to 
meet the country’s health needs. In comparison, the global average for public health 
expenditure is 6%, with all of India’s economic counterparts spending more public funds 
on health: Brazil 3.8%, Russia 3.7%, China 3.1%, and South Africa 4.2%.69,70 
Government funding for the public health system is financed through general tax 
revenue.  
 To help reduce OOP for the poor, civil servants, and state-level employees, the 
government has rolled out various insurance schemes over the last two decades to 
improve access to hospitalization, emergency care, and institutional births.64 Before 
unveiling India’s new UHC initiatives in 2018 (discussed in Chapter 6), one of the largest 
public insurance programs in India was Rashtriya Swasthya Bima Yojana (RSBY), 
meaning “National Health Insurance Program”. RSBY is a public private partnership 
designed to reduce OOP for BPL families by providing insurance coverage for 
hospitalization for up to five members of the household.71 Earning both praise and 
criticism,72,73 RSBY currently covers 36 million households, with the private sector 
receiving more than 80% of the total reimbursement claims.48,64 Despite the growth of 




public primary care clinics, 63 million Indians fall into poverty each year due to 
persistently high rates of OOP and high use of private healthcare.64   
 In recent years the government of India introduced other efforts to improve the 
quality and provision of care. For example, the National Accreditation Board for 
Hospitals and the newly minted National Knowledge Platform support health systems 
research and help translate research into policy. 74 Another example is the 2010 Clinical 
Establishment Act (discussed at length in Chapters 3 and 4), which established minimum 
standards for all public and private medical establishments in the country, imposing fines 
and penalties for non-compliance.64  
 
The Private Sector  
 In 1946 the government of India set up a committee to report on the health 
condition of India, commonly referred to as the Bhore committee, named after the 
chairman J.W. Bhore. The committee  reported that less than 8% of all medical 
institutions in India were maintained by wholly private agencies.52 By the early 1990s,  in 
the post Alma-Ata era, close to 60% of medical institutions in India were private, a 
development spurred on by economic liberalization.64 During this period the market share 
of public sector and charitable health services declined as private, for-profit health 
provision grew.52 In India today, more than 70% of outpatient care and 60% of inpatient 
care takes place in the private sector. 66 Only 27% of the population is covered by health 
insurance, and of those, 77% have coverage through government- subsidized schemes or 




those who work for them, such as street vendors or farm workers) and some other 
vulnerable groups.63  
 India’s private sector is highly heterogeneous, ranging from super specialty 
hospitals listed on stock exchanges, to general practitioners, to “quacks,” and traditional 
healers.48 In his 2005 review of India’s private sector, Radwan recommends dividing 
private sector providers into three groups52:  
• Informal: unqualified medical practitioners 
• Non-Profit Sector, including NGOs and religious-based facilities such as mission 
hospitals 
• Corporate, or for-profit sector 
The for-profit sector is dominated by small facilities with less than 30 beds (such as 
clinics and nursing homes that are individually owned), although a third of private beds 
belong to large tertiary “corporate” hospitals with more than 100 beds.52 In general, 
private providers tend to be clustered in urban areas, although this trend is beginning to 
shift. Surveys find that for-profit providers charge more than the non-profit sector, with 
the lowest fees charged by charitable institutions.52 Radwan summarized his study by 
outlining the perceived pros and cons of each type of private sector provider (reproduced 
in Table 3).  
Table 3: Perceived Pros and Cons of Private Sector Healthcare in India (Reproduced 
from Radwan 2005) 
Subsector  Pros  Cons  
Informal  
Is accessible 
Is client oriented  
Is low cost  
Provides poor-quality care 
Is difficult to mainstream 
Has poorly educated practitioners  
NGO (including 
FBHPs) 
Is high quality 




   
 Authors of a 2015 Lancet series reviewing the Indian health system cautioned that 
although the private sector delivers the majority of healthcare, the quality of care remains 
suspect. Fragmentation between the public and private sector persists, due to the fact that 
national health information systems do not actively collect health data from non-state 
providers and a lack of consensus on the roles and responsibilities of each sector in the 
mission to assure healthcare for all Indians.66 In response to the Lancet series Berman 
writes, “There is a renewed recognition in India of the need to engage with the much 
larger non-government sector, echoed by Patel and colleagues in their review. This is 
often stated, but action has lagged behind rhetoric. Government has little expertise and 
preparation in how to work with the non-government sector. Much learning is needed.”75  
 During the course of the dissertation project, the Indian government released new 
universal health coverage policies that envisioned greater coordination with the private 
sector (both for-profit and non-profit health providers). Chapter 6 outlines these policies 
and their implications for mission hospital in detail.  Complicated as it may be, it seems 
fitting that India utilize all available resources, including non-state healthcare delivery 
organizations like mission hospitals, to meet its high aspirations for population health. 
 
Is low cost 
Involves the community  
Lacks resources 
Cannot be scaled up 
Uses ad hoc interventions  
For profit 
(small nursing homes)  
Provides huge outreach and 
coverage  
Is moderate cost 
Has variable quality 
Is clustered in cities  
For profit (corporate)  
Is of the highest quality 
Is innovative  
Is internationally regulated and 
accredited  
Is at the highest cost  
Focuses on tertiary care  




Dissertation Question and Public Health Significance  
 The Indian healthcare system is undergoing rapid change. Policies like UHC aim 
to provide basic healthcare to the entire country, yet as 60-70% of healthcare delivery 
takes place outside the public sector, any aspirations for UHC will require linkage with 
non-government providers including FBHPs. One of the largest groups of FBHPs in India 
are Christian mission hospitals, whose historic role of healthcare delivery to the poor and 
underserved is challenged by external and internal pressures in the midst of a changing 
environment. This study will explore the main challenges facing Christian mission 
hospital organizations, their response to those challenges, and the role they might 
play in healthcare delivery going forward.  
 Findings from this study will be relevant to mission hospitals and FBHPs in India 
and other low and middle-income countries who wish to understand FBHP responses to 
changes taking place in health systems all over the world. The study will also be germane 
to leaders in India’s public sector who wish to enhance strategic partnerships with 
FBHPs, particularly through the roll out and expansion of universal health coverage, and 
to the larger global health community wanting better to understand the way FBHPs 





CHAPTER TWO: METHODS 
Study Objectives 
 The purpose of this study is to explore the main challenges facing Christian mission 
hospitals in India, their response to those challenges, and the role they might play in 
healthcare delivery going forward. The study has four key objectives:  
 
Objective 1: Develop an understanding of the major health system changes affecting 
mission hospitals in India. Preliminary fieldwork revealed many sources of challenge 
affecting mission hospitals including changes in the external health system factors, social 
and political changes, and internal mission hospital challenges. To what extent are 
challenges in each of these areas affecting mission hospitals? Which challenges are the 
most pressing? Do these challenges operate as shocks or stresses to mission hospital 
organizations? Study findings related to this objective are presented in Chapter 3.  
 
Objective 2: Describe the response of mission hospital organizations to health 
system changes. What kinds of responses are mission hospitals making in the shifting 
environment? Have these organizations exhibited elements of resilience in their capacity 
to absorb, adapt, and/or transform in the face of shocks and chronic stressors? Study 
findings related to this objective are presented in Chapter 4.   
 
Objective 3: Determine how religious ideas, values, practices, and relationships 
influence mission hospital adaptations in specific contexts. How do mission hospitals 




understanding of challenges and guide responses to challenges among mission hospitals? 
Study findings related to this objective are presented in Chapter 5.   
 
Objective 4: Describe how mission hospitals might contribute to India’s healthcare 
system going forward. In 2008, the WHO’s Building from Common Foundations stated, 
“If health systems are to be strengthened, especially with a view to offering universal 
access to healthcare, many faith-based projects and assets could be used to meet this and 
other strategic aims of national health plans”.14 Based on the findings from Objectives 1, 
2, and 3, what role might Indian mission hospitals play in the health system going 
forward? What role, if any, do they have in India’s vision of Universal Health Coverage? 
What are other areas in which mission hospitals might contribute to health and wellbeing 
in India?  
 
Study design 
 This study was initially conceived as a case-based study at two large mission 
hospital organizations, one in south India and another in north India. Weeks before the 
data collection began, the north Indian mission hospital organization reversed their 
decision to participate as a case study, although I still was permitted to conduct 
interviews with top leadership. This abrupt change led me to back to the literature to 
reconceive the study design of the project. In the fourth edition of their textbook Basics of 
Qualitative Research,76 Corbin and Strauss write:  “A researcher should never become 




person(s). Rather, he or she should make the most out of what is available to him or her” 
(pg. 145). In this spirit, the study design evolved from a simple case-study design to a 
multi-site, interdisciplinary, mixed-methods study. 
 Interdisciplinary studies are those that “answer a question… that is too broad or 
complex to be dealt with adequately by a single discipline, drawing on the disciplines 
with the goal of integrating their insights to construct a more comprehensive 
understanding”.77 While this is primarily a public health dissertation, the study question 
and objectives required engagement with a broad range of disciplines including 
anthropology, sociology, religious studies, and eventually organizational and economic 
theory. Using these disciplines and their associated study methodologies as reference 
points, I developed a mixed-methods study design, utilizing site visits at a selection of 
Indian mission hospitals to conduct key informant interviews, participant 
observation, informal interviews, as well as collect organizational material, 
including quantitative data where available. These data were further supplemented 
by comprehensive desk review.  
 
Study sites and key informant selection  
 Site selection was guided by grounded theory methodology.76 Anselm Strauss, 
one of the founders of grounded theory, writes with his long-term collaborator Juliet 
Corbin: “The purpose of theoretical sampling is to collect data from places, people, and 
events that will maximize opportunities to develop concepts in terms of their properties 




218). 76 Another key element to 
theoretical sampling is to 
analyze and code data between 
periods of data collection in order 
to understand the concepts that 
need further exploration. The 
cyclical processes of data 
collection, analysis, and the 
formation of new questions is 
depicted in Figure 2. Corbin and 
Strauss write that “theoretical 
sampling is especially important when studying new or unchartered areas because it 
allows researchers to explore issues and problems from many different angles and to keep 
their minds open for discovery” (pg. 136). The cycles of data collection and analysis are 
meant to continue until a researcher has reached “saturation”, a state where no new 
categories or relevant themes emerge. Of course, time and financial considerations are 
limitations that all researchers face.  
 Building on these principles, a pilot trip to India in November of 2016 informed 
my key study questions and illuminated the types of mission hospitals I needed visit to 
explore those questions. During my first phase of fieldwork in February 2017, I visited 
the south Indian hospital I originally planned to include in the case-based study and took 
opportunities to visit a range of other facilities in the South Indian context (n=6). After  
Figure 2: Cycle of theoretical sampling; Corbin and 





this trip, I returned to Boston and reflected on 
the characteristics of the hospitals I had  
visited and the types of facilities I would need 
to visit in my second fieldwork trip in  
order to maximize my learning about mission 
hospitals and uncover variations. During this 
process, I reviewed the list of hospitals 
respondents had recommended I visit and 
assigned various labels listed in Table 4. For 
example, “hospital health” labels were 
assigned based on respondent feedback. (E.g. 
“If you want to see a struggling hospital, you 
must visit X”). Using these labels, I reached 
out to specific hospitals that I knew would 
help “fill the gaps” in my knowledge during my second phase of fieldwork. For the 
second trip, I sought to visit hospitals that fit into the following domains: Catholic, 
urban, struggling, church-led, and located in north India (n=5). 
 Table 5 displays the categories of key informants I hoped to interview at mission 
hospitals, mission hospital associations, and secular public health leadership, as well as 
an overview of organizational material I planned to collect during the site visits. Chapter  
																																																								
3 “North” was considered anything north of South India. South Indian states included Andhra Pradesh, 
Telangana, Karnataka, Kerala, and Tamil Nadu.  


































3 presents the results of the data 
collection process in terms of 
number and type of facilities 
visited, characteristics of key 
respondents, and the availability 
of organizational data.  
 
Data collection 
I developed interview 
guides and participant observation 
protocol using qualitative, social 
science methodology.78,79 As 
English is the predominant 
language spoken by the Christian 
mission hospital leadership, I 
conducted key informant 
interviews in English at each 
mission hospital facility. During the pre-fieldwork phase of the project, I piloted 
interview questions and refined them iteratively as the project progressed.  Before 
commencing official data collection, I received study approval from the Boston 
University Institutional Review Board (IRB) as well as from mission hospital leadership. 
The IRB approved interview guide is in Appendix A. Interview questions explored the 
Table 5: Key Informant Interviews and 










Other administrators  
Mission Hospital 





Community health staff 






Founders or founder’s 
family Retired leadership  






External Stakeholders Leadership within secular 
multilateral and public 
health agencies 
Organizational Data Examples 
Financial Indicators Annual budget 
Sources of income 
Healthcare Delivery 
Indicators 
Number of patients  
Number of beds 
Percent occupancy  
Average length of stay 
Organization Material Mission/vision/values 
Organizational structure 
Number and type of staff 
Historical material  




following topics: personal history, mission hospital history, top challenges facing mission 
hospitals in the past and at present, mission hospital responses to challenges in the past 
and present, the role of faith within mission hospital structure and practice, the 
relationship between mission hospitals and other healthcare providers in India (public, 
private), and the ideal role of mission hospitals within the Indian health system. Most 
interviews lasted 45-60 minutes, although some were much longer. Whenever possible, I 
interviewed key informants more than once in order to clarify certain themes and deepen 
my understanding of particular topics. During my visit to one of the Christian health 
association, I participated in meetings where I was invited to pose my questions for group 
discussion. Two meetings involved nuns who were gathered at the headquarters for 
training, with 15-30 women in each group. Another meeting focused on maternal care 
involved approximately 12 male and female maternal health leaders from across India.  
 Before I began any interview, I explained how confidentiality would be 
maintained, that participation was voluntary, and that interviewees could freely withdraw 
participation at any point during or after the interview. Only after a respondent gave their 
informed consent did the interview commence.  Audio recordings were only made with 
explicit consent of the interviewee. During fieldwork I realized that the content of the 
interviews was, at times, quite sensitive and that asking to record seemed to strike 
respondents as somewhat invasive. Thus, only a small handful of full interviews were 
audio recorded. For the rest, I took short hand notes during the interview, trying to 
especially capture powerful quotes verbatim. Following the interview, I would fill out my 




 During each site visit, I also engaged in ongoing participant observation, for 
example during facility tours and on-campus activities like communal meals, chapel 
services, award ceremonies, and meetings. Where possible and permissible, I took photos 
to help document some of my observations. Throughout my fieldwork I also conducted 
informal interviews writing fieldnotes at the end of the day. I also practiced daily 
reflection and reflexivity. As writing time was often consumed by ensuring I completed 
all interview notes, I often audio recorded my reflective and reflexive observations. These 
audio recordings lasted anywhere from a few minutes to an hour and proved insightful 
and helpful during the analysis phase of the project.  
 During the site visits I also tried to gather as much organizational data possible. 
Some facilities had robust information, while others offered very little material. In some 
cases, it was difficult to tell whether the data existed but was not shared or if perhaps the 
data I requested did not exist at all. Due to the short nature of my stay at many hospitals 
(1-2 days) I often felt hesitant to press my hosts for more material after making an initial 
request. At the time, I was also unsure of which organizational data would ultimately be 
uniform between sites, making it less clear which data to ardently pursue. Before, during, 
and after my fieldwork, I also gathered supplementary data through comprehensive 
literature review, including conference proceedings, and interviews with stakeholders 
engaged in work related to religion, public health, and the role of faith-based 
organizations within health systems.  To protect the anonymity and confidentiality of 
participants, I did not use names or personal identifiers (including facility names or 






Following the fieldwork portions of the project, I transcribed all interview notes 
and audio recordings, which I kept on a password protected computer. Upon completion 
of this extensive task, I thematically analyzed all interview transcripts and fieldnotes 
using NVivo 12. Some codes were deductively determined using themes that emerged 
during early stages of the project and background reading. While I did not initially intend 
to use the analytical framework of everyday resilience (discussed below), I knew that 
certain resilience concepts like “shock” and “stress” were likely to be important in the 
analysis of the key challenges facing mission hospitals and thus included them in my 
codebook from the beginning. I also used inductive codes, or those that “emerged” from 
the data. Inductive codes illuminated themes, ideas, and concepts that I could not have 
planned ahead of time, for example, the relationships between mission hospitals 
(discussed in the following chapters, especially Chapter 5). In 1967, Glaser and Strauss 
said that deductive approaches to research and analysis produced an “embarrassing gap 
between theory and empirical research”. 80 The critique lead to their development of 
grounded theory whereby the researcher “approaches the subject without pre-determined 
ideas of what they are looking for,”81 and once the data analysis is complete, decides 
which existing theories best fit with their analysis.81 Building on my use of theoretical 
sampling and early thematic analysis, I continued to use grounded theory principles 
throughout my coding process which eventually led me to the use of everyday resilience 




highlighting commonalities and patterns in the data, I also identified variations, outliers, 
and disagreements.  
To increase the trustworthiness of my codes, a research assistant from Boston 
University School of Public Health reviewed a subset of transcripts and developed her 
own codes. We then compared her codes against mine to identify concepts and themes 
that were similar and different, after which I updated and reorganized a selection of codes 
in my codebook. Later, I worked with a member of the committee to conduct the same 
process with the same subset of transcripts. The results of both exercises improved the 
validity and reliability of my coding schema. My analysis was also strengthened by 
ongoing discussions with committee members about themes in the data and implications 
of the findings and also by triangulating interview data with observational data, 
organizational material, internal reports, and comprehensive literature review.  
While I initially planned on analyzing both historic and current challenges and 
response, it soon became clear that the quantity of information was too great for me to 
meaningfully analyze for the purpose of the dissertation. With the permission of the 
committee, I focused my analysis to the years between 2010 -2017, dates selected for 
their significance to some of the challenges impacting mission hospitals (e.g. the passing 
of influential health policies such as the Clinical Establishment Act – described in 






Resilience and Health Systems 
 “Resilience” is broadly defined as the ability to persist, adapt or transform in the 
face of a shock, stress, or changing environment.82 Resilience is a central paradigm in the 
fields of ecology, psychology, and engineering, and is frequently used in development 
literature;83 however, the use of resilience in health systems research is relatively new.84 
Other scholars exploring the role of FBHPs in the context of the broader health system 
have emphasized the need to learn about resilience among FBHPs, particularly how 
resilience is demonstrated in relationship to finance and service delivery.85  
 In an effort to advance the dialogue about the intersection between resilience and 
health systems, Kruk et al. explored the impact of the 2014 Ebola epidemic on the health 
systems in West Africa and defined Health System Resilience as, “The capacity of health 
actors, institutions, and populations to prepare for and effectively respond to crisis; 
maintain core functions when a crisis hits; and, informed by lessons learned during the 
crisis, re-organize if conditions require it.”86 While this concept of resilience works for 
catastrophic events like pandemics and natural disasters, it doesn’t capture the 
pervasiveness of chronic stressors that often wear health systems thin over time, nor does 
it address factors outside the health system that contribute to non-resilience, namely “the 





Everyday Resilience  
 Building on the work of Kruk et al. and others, The Everyday Resilience (EDR) 
framework developed by Barasa, Cloete, and Gilson88 examines acute shocks and chronic 
stresses emanating from the macro and meso levels of the health system. In their view, 
acute shocks are sudden, far-reaching events that impact the whole health system, while 
chronic stressors include the full sweep of day-to-day challenges within the health 
system. Examples include chronic staff shortages, financial strain, policy changes, and 
changing patient expectations. Barasa et al. argue that health systems are exposed to 
chronic stressors in much greater magnitude than acute shocks, and that it is therefore 
equally, if not more, important to understand the nature and scope of the everyday, 
chronic challenges facing health systems.88 In full, they define everyday resilience as 
emerging “from a combination of absorptive, adaptive, and transformative strategies, and 
is underpinned by a set of cognitive, behavioral, and contextual capacities”88 They go on 
to say that not all adaptations in response to challenges are positive, and that therefore 
health system resilience is really measured by “the continued delivery of good quality 
services and wider action to address emerging health needs appropriately”.88  Figure 3 















“The system’s ability to have an awareness 
(notice or detect) of a shock or chronic 
challenge, interpret the challenge (sense 
making), analyze and understand the 
challenge and develop appropriate 
responses to the challenge”
4,5
BEHAVIORAL CAPACITY
“[This is] about agency.  It is the ability of a 
system to respond to the recognized shock 




“The resources (e.g. Hardware and 
Software)  that can be drawn by the system 




“Absorptive strategies seek to neutralize 
low intensity or transient challenges, and 
return the system to




“Adaptive strategies are used when 
challenges are of a higher intensity and are 
likely to exhaust the system’s absorptive 
strategy; resilient organizations respond
by making limited adjustments (adapting) 
in order to continue to function”
2, 3
TRANSFORMATIVE CAPACITY
“Transformative strategies: when shocks to 
the system are greater and persist, they 
may require the system to transform into 
an entirely new state through significant 
functional and structural changes.”
2, 3
Everyday Resilience Framework 
1. Béné C. Towards a quantifiable measure of resilience. Brighton: Institute of Development Studies; 2013
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3. RESYST. What is everyday health system resilience and how might it be nurtured? resyst.lshtm.ac.uk; 2016
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 In order to understand resilience, the EDR framework builds on development 
resilience scholarship89 and organizational resilience scholarship which stresses the 
importance of the capacities that undergird the ability of a health system to function 
well.88,90,91 The framework also acknowledge the importance of assessing a health 
systems hardware and software in order to understand the way that that complex health 
systems adapt to change. Hardware elements are exemplified by the “building blocks” of 
the World Health Organization’s Health System classification.92,93 These include, 
governance structures, human resources, finance, service delivery infrastructure, 
information, and medicines and technology. While hardware inputs are essential to the 
function of health systems, there are critical software inputs, both tangible and intangible, 
that give health systems energy to function. Software elements include values, 
relationships, networks, management and leadership skills, ideas and power.88,92 
Importantly, Barasa et al. situate the hardware and software features of health systems in 
the context of a health system’s capabilities (Figure 3). Careful consideration of 
organizational capabilities and the hardware and software elements of a health system, 
enables analysis that moves from a fixed “systems” approach, to that of “complex 
adaptive systems”.88,92  
 Although extensive examination of political economy is often beyond the scope 
of health system analysis, it is critical to consider the ways that external social and 
political forces, both at present and historically, influence the health system. While the 
EDR framework hints at the inclusion of social and political factors in assessing everyday 




dynamics and create unique shocks and stressors for mission hospitals. In 2011, Sheikh et 
al. wrote,  
“The influence of discursive and critical theory, through contributions from 
policy analysis and sociology, have brought an emerging recognition that health 
systems and policies are artifices of human creation, embedded in social and 
political reality and shaped by particular, culturally determined ways of framing 
problems and solutions”.92  
 
 Figure 4 displays the way that these layers of analysis - hardware, software, 
political and social context – generate a more complete health systems picture, which in 
turn help illuminate the varying sources of shocks and stressors facing mission hospitals 
in the Indian context.  
Figure 4: Health Policy and Systems Perspective 
 
 Using EDR as an analytical framework, I identified the top challenges facing 
mission hospitals, coded them as shocks or stresses, and explored the nature of their 
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range of responses mission hospitals deployed to face their top challenges. I used the 
EDR definitions of resilience to code responses as absorptive, adaptive, or 
transformative, and attempted to assess whether or not these responses maintained or 
increased the quality of healthcare. Next, I assessed the organizational capabilities of 
each mission hospital in the study and compared it to the way I categorized the hospital’s 
strength before my fieldwork (e.g. strong, recovering, declining, or weak) looking for 
relationships in the data (Chapter 4). As this project explores FBHPs, it was important to 
examine the way that religion interacted with the shocks, stresses, and responses to these 
challenges. To do so, I reviewed the core challenges and response strategies to identify 
interactions with religious values, practices, and relationships, and ultimately assess the 
relationship between religion and the capacity for everyday resilience (Chapter 5). In 
Chapter 6, I use the findings of the dissertation to outline potential ways that mission 
hospitals might play a role in the context of the broader health system.  
 
Terminology in this project  
 There are several words that are helpful to define in order to understand their use 







My aim is to develop material from chapters of this dissertation for publication in 
academic journals or for teaching purposes. I will also provide each mission hospital with 
a summary document of my dissertation findings.   
 
Table 6: Dissertations Terms and Definitions 
Word Definition  
Public This typically refers to government funded or provided healthcare 
Private This refers to all non-government healthcare providers including informal, corporate, and charitable providers (described in Chapter 1) 
Corporate This refers to for-profit, non-government healthcare providers 
Non-Profit 
Used synonymously with not-for-profit, this refers to healthcare providers 
that invest excess revenue back into their organization as opposed to 
benefitting investors. Mission hospitals are sometimes referred to as non-
profit providers, although there are many types of non-profit providers in 
India 
Charitable 
This term can be used synonymously with mission hospitals (many refer to 
themselves as charitable providers), but it also includes other religious or 
secular groups who participate in free or low-cost care 
Actor This term can be used synonymously with healthcare providers 
Non-state actor This is another term to denote non-government health actors/providers 
Macro Refers to India’s whole health system, including public and private providers 
Meso Refers to decentralized health systems and health facilities, such as mission hospitals 
Scheme Used in reference to government provided health insurance plans 
Empanelment When non-government health facilities are officially designated to deliver care to poor families, for which the government will reimburse  
Protestant  All non-Catholic, non-Orthodox denominations 
Catholic  All non-Protestant, non-Orthodox denominations 
Networks 
This term is used synonymously with associations, most often in reference to 
mission hospital associations. It is also used to refer to the unofficial network 




CHAPTER THREE: CHALLENGES FACING MISSION HOSPITALS 
Background 
 Over 60% of inpatient care and 70% of outpatient care is provided by the private 
sector in India.66 Within the “private sector” are multiple actors, including corporate for-
profit providers, non-profit or charitable providers, and traditional health providers.52 
Among charitable health providers, a large proportion are Christian mission hospitals.32 
India relies heavily on non-government providers to address the country’s health needs;66 
however, mission hospitals face a series of challenges that place pressure on their 
continued contribution to healthcare delivery in India.  Using the theory of “Everyday 
Resilience” (EDR),88 this chapter explores the source, nature, and scope of sudden 
changes and chronic challenges (“shocks and stresses”88) that impacted mission hospitals 
in India between 2010-2017. Deeper understanding of the etiology and impact of 
challenges facing mission hospitals will guide tailored response, more efficient use of 
resources, and will help strengthen the larger network of charitable providers and mission 
hospitals across India.  
 
Maco and Meso Health Systems 
 Mission hospitals are impacted by factors within the macro health system as well 
as the meso health system. The “macro” health system refers to the external national 
health system,94 which in India, includes both public and private sector. Changes within 
the macro health system impact all categories of health providers across the country. The 




chapter, the meso health system refers to the network of mission hospitals across India 
and individual mission hospital facilities. While the meso challenges explored in this 
chapter are specific to Indian mission hospitals, they may mirror challenges faced by 
charitable or faith-based health providers (FBHPs) in India or in other low- and middle-
income countries.  
 
Analytical Framework: Everyday Resilience 
 The Everyday Resilience (EDR) framework developed by Barasa, Cloete, and 
Gilson88 guides examination of acute shocks and chronic stresses emanating from the 
macro and meso levels of the health system. Acute shocks are sudden, far-reaching 
events that impact the whole health system. The most recent example of a health system 
shock is the 2014 Ebola crisis in West Africa.86 Other examples can include financial 
crises, regime changes, and natural or man-made disasters. Chronic stressors include the 
full sweep of day-to-day challenges within the health system. Examples include chronic 
staff shortages, financial strain, policy changes, and changing patient expectations. 
Barasa et al. argue that health systems are exposed to chronic stressors in much greater 
magnitude than acute shocks, and that it is therefore equally, if not more, important to 
understand the nature and scope of the everyday, chronic challenges facing health 
systems.88  
As a part of understanding the source and impact of acute shock and chronic stress, 
the EDR framework emphasizes the importance of examining organizational capacities as 




well.88 Hardware elements are exemplified within the “building blocks” of the World 
Health Organization’s Health System classification.92,93 These include governance 
structures, human resources, finance, service delivery infrastructure, information, and 
medicines and technology. While these hardware inputs are essential to the function of 
health systems, there are critical software inputs, both tangible and intangible, that give 
health systems the energy to function. Software elements include values, relationships, 
networks, management and leadership skills, ideas and power.88,92 Careful consideration 
of hardware and software elements of a health system enables analysis that moves from a 
fixed “systems” approach, to that of “complex adaptive systems”.88,92 In keeping with the 
EDR framework, this chapter explores the way that shocks and stressors affecting 
mission hospitals impacted hardware and software. 
 Additionally, this chapter considers the social and political contexts that shape 
health system dynamics and create unique shocks and stressors for mission hospitals. In 
2011, Sheikh et al. wrote,  
“The influence of discursive and critical theory, through contributions from 
policy analysis and sociology, have brought an emerging recognition that health 
systems and policies are artifices of human creation, embedded in social and 
political reality and shaped by particular, culturally determined ways of framing 
problems and solutions”.92  
 
While extensive examination of political economy is often beyond the scope of health 
system analysis, it is critical to consider the ways that external social and political forces, 
both at present and historically, influence the health system. 
  Figure 5 displays the way that these layers of analysis - hardware, software, 




turn help illuminate the varying sources of shocks and stressors facing mission hospitals  
 
in the Indian context. Why is it important to understand whether mission hospitals are 
impacted by shocks or stressors and the etiology of these challenges? Because health 
systems – both macro and meso – have limited resources. Informed, nuanced exploration 
of the challenges facing mission hospitals will help make better use of scarce human and 
financial resources as mission hospitals, and similar providers, respond to the challenges 
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Source: Sheikh K, Gilson L, Agyepong IA, Hanson K, Ssengooba F, Bennett S. Building the Field of Health Policy and Systems Research: Framing the Questions. PLOS Med 2011;8(8):e1001073





Study design  
 This study employed interdisciplinary, mixed methodology to understand the 
nature and scope of challenges facing mission hospitals across India. Interdisciplinary 
studies are those that “answer a question… that is too broad or complex to be dealt with 
adequately by a single discipline, drawing on the disciplines with the goal of integrating 
their insights to construct a more comprehensive understanding”.77 While this is primarily 
a public health dissertation, the study question and objectives required engagement with a 
broad range of disciplines including anthropology, sociology, religious studies, and 
eventually organizational and economic theory. Using these disciplines and their 
associated study methodologies as reference points, a mix-method study design was 
developed, utilizing key informant interviews, participant observation, informal 
interviews, comprehensive desk review, and collection of organizational material, 
including quantitative data where available. 
 
Study sites and sample of interviewees 
 The study involved site visits to eleven mission hospital facilities across India, 
five mission hospital associations, and visits to national and multilateral public health 
organizations in 2016 and 2017.  Site selection was guided by grounded theory 
methodology;76 interview guides, participant observation protocol, and organizational 
data collection plans were developed using qualitative, social science methodology.78,79 




site visits were selected based on the criteria outlined in Table 7. These criteria were 
developed iteratively, through external reading and preliminary visits to mission 
hospitals. After the first set of site visits was completed in 2016, the criteria were further 
updated to ensure diversity of future site visits.  Table 8 displays the categories of key 
informants at mission hospitals, mission hospital associations, and secular public health 
















4 “North” was considered anything north of South India. South Indian states included Andhra Pradesh, 
Telangana, Karnataka, Kerala, and Tamil Nadu.  





























































• Medical Superintendents 
• Board Members 





• Medical Faculty  
• Community health leadership  
• Community health staff  
Religious leaders 
• Hospital and clinic chaplains 
• Church leaders 




• Founders or founder’s family  
• Retired leadership  






• Leadership within secular 
multilateral and public health 
agencies 
Organizational Data Examples  
Financial Indicators • Annual budget 
• Sources of income 
Healthcare Delivery 
Indicators 
• Number of patients  
• Number of beds 
• Percent occupancy  
• Average length of stay 
Organization Material 
• Mission/vision/values 
• Organizational structure 
• Number and type of staff 
• Historical material  





 Key informant interviews were conducted in English at each mission hospital 
facility. Interview questions were piloted during the pre-fieldwork phase of the project 
and refined iteratively.  The approved interview guide is in Appendix A. Interview 
questions explored the following topics: personal history, mission hospital history, top 
challenges facing mission hospitals in the past and at present,  mission hospital response 
to challenges in the past and present, the role of faith within mission hospital structure 
and practice, the relationship between mission hospitals and other healthcare providers in 
India (public, private), and the ideal role of mission hospitals within the Indian health 
system. Most interviews lasted 45-60 minutes, although some were much longer. 
Whenever possible, key informants were interviewed more than once to help clarify 
certain themes and deepen understanding of particular topics. During site visits, pre-set 
meetings were also used to interview groups of key informants. Two meetings involved 
Catholic nuns, with 15-30 women in each group. Another meeting involved 12 Catholic 
male and female maternal health leaders from across India.  
 Informed consent was obtained before interviews were conducted, including an 
explanation of how confidentiality would be maintained, that participation was voluntary, 
and that interviewees could freely withdraw participation at any point during or after the 
interview. Audio recordings were only made with explicit consent of the interviewee.  
 During each site visit, observations were gathered through photos, participation in 
facility tours and on-campus activities. Informal interviews were conducted throughout 




reflexive writing were practiced for all interviews, both formal and informal. Whenever 
possible and with permission, organization data such as financial and operational data 
was gathered at each site visit, with some facilities offering robust information, while 
others had very slim organizational material available.  Supplementary data was gathered 
through comprehensive literature review, including conference proceedings, and 
interviews with stakeholders engaged in work related to religion, public health, and the 
role of faith-based organizations within health systems.  To protect the anonymity and 
confidentiality of participants, no names or personal identifiers (including facility names 
or specific locations) are used in the analysis or write up of results.   
 
Data analysis 
 Interview notes and audio recordings were transcribed, thematically analyzed 
using NVivo, and triangulated with observational data, organizational material, internal 
reports, and comprehensive literature review. All study-related data was kept on a 
password protected computer, available only to study personnel. To increase the validity 
of the coding schema, members of the research team5 reviewed a select number of 
transcripts to verify the appropriateness and comprehensiveness of the coding structure. 
Some codes were guided by themes from the EDR framework, such as shocks, stress, and 
hardware/software components. It is important to note that this study was not designed as 
a “resilience” study, but rather, that the results of the study led to the use of the EDR 
																																																								
5 The “research team” included a student research assistant and committee members. This is explained 




framework. For example, unprompted, respondents often used words like shock or stress, 
adapt or transform; all words related to resilience theories. In addition to highlighting 
commonalities and patterns in the data, variations, outliers, and disagreements were also 
identified and coded. Throughout the coding and analysis phase, the research team had 
ongoing discussions about themes in the data and implications of the findings 
  To focus the analysis on shocks and stressors facing mission hospitals, “top 
challenges” were determined using the following criteria: 1) the challenge was mentioned 
at all or most hospitals, 2) the challenge was mentioned repeatedly in interviews, 3) the 
challenge impacted mission hospitals between 2010 - 2017 and, 4) the challenge was 
supported by outside literature. Top challenges were then categorized based on answers 
to the following questions: Is the challenge a shock, a stress, or a combination of both? Is 
the source of the challenge from the social or political sphere? If not, is the source of the 
challenge from within the macro or meso health system? In which health system domain 
does the challenge best align (using the WHO health system building block 
classification)? How were mission hospital hardware and software impacted by the 
challenge?  
 This study was approved by the Boston University Institutional Review Board 








 During the project, 83 interviews were conducted with 76 key informants. Some 
key informants were interviewed more than once, leading to a higher number of 
interviews than interviewees. Group meetings were counted as “one” key informant. 
Table 9 displays demographics characteristics of key informants. Table 10 displays the 
demographic features of the mission hospitals visited, and Table 11 outlines the religious 






















Female Group 2 
Male/Female Group 1 
Age (n=76)  
40 or younger 11 
41-60 39 
61-80 19 
Older than 80 4 
Unassigned 3 
Affiliation (n=76)  
Mission Hospital 51 
Mission Hospital Association 16 
External Public Health 
Leadership 
9 
Table 10: Mission Hospital 
Demographics  







Church-influenced  5 
Independent  3 
Level of Care  
Primary, Secondary, Tertiary  7 















Catholic 1 3 
Protestant 9 2 
Other 1  




 While attempts were made to interview people that fit all key informant categories 
listed in Table 8, there were a few categories that proved difficult to gather, specifically 
hospital board members and external church leadership (however, hospital chaplains and 
religious leadership within hospitals were included). Catholic hospitals were also less 
represented in the study, however there were more interviews with Catholic health 
association leadership compared to Protestant health association leadership. There was 
also a uneven range of organizational material collected at each site, making robust 
comparisons impossible. However, where possible, organizational data were used to 
supplement findings highlighted below and in subsequent chapters.  
 Table 12 presents the top challenges facing mission hospitals. One third of the top 
challenges facing mission hospitals fell into social and political categories. The remaining 
challenges fell into four of the six classic “health system pillars”.93 While governance, 
financing, service delivery, and human resources represented the areas of greatest 
challenge, respondents also described challenges in the domains of information and 
medicines and technology, albeit with less frequency. Appendix B displays the larger list 





Table 12: Top Challenges Facing Mission Hospitals Between 2010-2017 








How does this challenge impact 
mission hospital? 









 Changing expectations of 
"work culture" and "work 
environments" 
 X -Human resources -Values  
-Norms  
 
Social Corruption  
 
X -Finances -Values 
-Power   
Rise of Nationalism  X X   -Values 
-Power  












Software MACRO Health System 
MESO Health System  
Policy Changes:  
Clinical Establishment Act  
National Eligibility & 
Entrance Exam  
National Accreditation 
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Poor governance structures 
 
X  -Governance -Values 
-Power 
-Org systems and 
procedures   
Shifting financial flows 
towards corporate 
healthcare 
X X -Finances 
-Human Resources 
-Infrastructure  
 -Values  
-Power  
Financing Increasing operational 
costs 
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Expanding public & 
corporate health services  








Continuing care for the 
poor 
 














Social and Political Challenges  
Changing patient and employee expectations 
 Within the domain of social and political changes, three key challenges were most 
frequently mentioned. The first area was changing patient and employee expectations, 
which respondents felt were linked to societal shifts like a growing economy, changing 
work and social norms, and increased access to technology. Changing patient and 
employee expectations operated as a chronic stress among all mission hospitals during 
the site visits. Changing patient expectations impacted mission hospital hardware through 
sustained pressure to increase technology, improve service delivery, and the 
accompanying financial strain to procure and maintain these technologies and services.  
“Ordinary people are aware of the quality level of doctors…they want quality, 
professionalism, and change of culture” Mission Hospital Association 
Administrator, Catholic  
 
“When I joined, the patients wanted the doctor’s touch and attention. They 
wanted the stethoscope everywhere.  Now, [they] want ultrasounds and CT scans 
- Organizational 
Systems   
  
Growth of corporate 
employment 
 







Staff shortages, esp. high 
quality managers & 
leaders 
 









Knowledge & Skill 





and computer tests. Since [our hospital] doesn't have a CT scanner, patients 
travel 200 km away.” Hospital Director, Rural, Protestant  
 
Changing patient expectations impacted mission hospital software by challenging values 
of providing low cost treatment and affect cultural norms by applying pressure for 
mission hospitals to provide more tests and technology-driven care.  
“It is increasingly difficult with competition for patients. There is an expectation 
from patients for instant results, [and this] leads to irrational treatment and over-
prescribing.” Physician, Semi-Rural, Protestant  
 
 “The patients want magic! If they want to spend money, we let them, but we don't 
 test unnecessarily.” Hospital Director, Rural, Protestant  
 
 Changing employee work culture expectations included increasing expectations of 
competitive salaries, provision for children’s education, and vacation time. Many 
respondents felt that the ability of the for-profit, corporate sector to meet (and in some 
cases generate) these demands, contributed to a heightened sense of market competition. 
When mission hospitals were not able to retain staff, perhaps losing them to corporate 
providers who can offer competitive packages, mission hospital hardware was impacted 
through a pronounced shortage in human resources.  
“It's becoming very difficult to retain people because of market forces. It's 
difficult to get people to commit to permanence; that means you join and have 
said you will retire from here. That is getting more and more difficult, because 
again of generational mindset change. New priorities of life, new format of life. 
So that's a challenge.” Hospital Director, Semi-Urban, Protestant 
 
 Mission hospital software such as values and norms were also impacted by shifts 
in employee expectations. Many respondents reported that previously, mission hospital 




comforts. In more than one interview, air-conditioning (AC) units and expectations 
around ACs were used as a proxy for larger societal change.    
“Forty to 50 years back we [mission hospitals] were the only players and doing a 
number of programs. But India has changed. Before [Catholic] Fathers used to 
ride the bus with holes and with breakdowns, but now everyone wants the AC 
bus…”  Healthcare Provider Meeting, Catholic 
 
“ACs are for machines not for people”.  Retired Administrator, Semi-Urban, 
Protestant 
 
Among some respondents, there was sense that the younger generation was losing a sense 
of vocation, no longer willing to make the same concessions as earlier generations of 
mission hospital workers.  
“There is also a paradigm shift in healthcare professionals. Earlier, they were 
willing to make lifetime commitments, willing to suffer for their beliefs, to 
sacrifice personal and family needs. Now they ask, “Why should I suffer? Why 
should my family suffer? Why should I lose out on assets and property?”. There is 
upward motion on the social ladder and even committed workers find it tough, 
because there is not the community, not the ethos of service and sacrifice.” 
Administrator, Semi-Urban, Protestant  
 
 Others felt that the demands and expectations of the younger mission hospital 
workforce were driven by broader shifts across the country that place greater pressure on 
families, even those who desired to work in mission hospitals. For example, one young 
doctor told the story of his deep desire to serve at a mission hospital in a rural area. The 
birth of a son with serious health problems required the family move to a mission hospital 
in a more urban area where their son could receive the care he needed. While the doctor 
knew that this was the right choice for his family and for his child, he voiced a sadness 




 While voicing sadness at the general change in employee expectations and 
mission hospital culture more broadly, many top administrators held a rather pragmatic 
approach to these challenges.  
“[We] should keep doctors on and make sure that [they] have protection and 
welfare. Things are changing in India, and doctors want to make sure they have a 
good education for their kids. We want our doctors and staff to feel like they are 
working at a quality hospital and that they are able to work 100% of their 
capability.” Hospital Director, Semi-Urban, Protestant 
 
“[Now] they want to be off on Saturday and Sunday and be done by 7 p.m. To 
[the younger generation] lifestyle is important. But we need to speak to them and 
ask, what are your needs and greeds? We need to strike a balance…Our pay 
package should be comparable with market rates. Let them have Saturday and 
Sunday and get out [of the area] once a month” Hospital Director, Semi-Urban, 
Protestant 
 
“Doctors who work at mission hospitals have impossible choices: become poor 
and sacrifice, or rob from the rich to pay for the poor.  So, you aren’t able to 
attract the best talent, you push your internal talent too far, and beyond [ losses 
due to] retirement, you are losing the younger generation because you are not up 
to date in your understanding of medicine, you do not have modern technology, 
you do not have time, you do not have money.  Then the leaders leave, the 




 The second challenge within the domain of social and political contexts was the 
pervasive nature of corruption throughout society. Respondents highlighted corruption 
from a variety of sources including mission hospitals themselves, churches, government, 
and society at large. Corruption operated as a chronic stress among mission hospitals in 




hardware by limiting or improperly using available financial resources, but its greater 
impact was on mission hospital software. Internal corruption within mission hospitals and 
affiliated church bodies undermined the values that mission hospitals claimed to hold, 
which created internal disenchantment and strengthened external criticism.  
“The church has become very worldly, focused on money and power and politics. 
When the mission hospital does poorly, nobody wants it. When the hospital does 
well, the church wants a piece of the pie. Doctors leave because they get fed up 
with the corruption and the power struggle” Physician, Rural, Protestant 
 
“Bishops take the money for themselves. The Diocese feels it should have a 
percentage. It’s [the mission hospital] the goose that lays the golden egg.” 
Retiree, Semi-Urban, Protestant 
 
One retired Indian medical school professor who used his retirement to help struggling 
mission hospitals said that he most often dealt with varying levels of corruption among 
mission hospital administrators and church leaders. Another elderly couple who spent 
their whole careers working at a mission hospital said,  
“You know, many of the church-run hospitals, a majority are not doing well 
because of the administrative [and] governance problems. The freedom to govern 
is hampered by the system, which are sometimes corrupt also. So that's just sad, 
because the corruption of all sorts seeps into the church as well. That's the 
reality.” Retiree, Semi-Rural, Protestant 
 
Challenges related to corruption also came from external forces, with government 
corruption the most frequently mentioned. Some respondents spoke about government 
corruption leading to an imbalance of power, causing some mission hospitals to feel 
helpless, while others voiced commitment to resist the pressure to pay bribes and line 
pockets. One hospital leader said that they “paid” for their resistance to corruption in a 




“Running a Mission Hospital is not a level playing field. If you don't pay the 
bribes, and give in to the corruption, then you are constantly harassed. If you 
don't pay bribes, suddenly you will find yourself with inspections and labor 
disputes and problems with transport getting your equipment and other supplies. 
People have given up and find the corruption is just a social norm. The ones who 
run mission hospitals find it difficult to keep up.” Physician, Rural, Protestant 
 
“There’s so much corruption in the system. The health system is too diffuse, too 
wide. There’s no way to tell where the leakage is happening. This [corruption] 
has consumed the money that has been put into the system. The government only 
puts in 1.5% [of the GDP] into the public health system, but with all the leakage, 
it means they really don’t invest in health… When the culture [of corruption] is 
changed, we won’t need [more] funding.” Retiree/Mission Hospital Association 
Leader, Protestant 
 
Political transition and nationalism  
 The third area of challenge within social and political context was major political 
shifts across the country, namely the rise of the Bharatiya Janata Party (BJP), which led 
the central government and a growing number of state governments during the interview 
period of the study. Historically, the BJP party was known for its public promotion of 
cultural nationalism, favoring Indian over western cultural influence, a stance which has 
been widely supported by more extreme Hindu nationalist groups. Despite the fact that 
some Christian communities have lived in India for thousands of years,8 Indian Christians 
– and by extension, Christian institutions - are often seen as carrying forth a Western 
religion and/or being under undue influence of Western governments or church 
leadership.26 The dramatic re-emergence of the BJP as the political ruling power in 2014 
and the coincident rise of vocal Hindu nationalist leaders initially operated as a shock to 




undercurrents existed beneath many of the interviews across mission hospital sites. While 
interviewees did not describe explicit hardware impact on mission hospitals related to 
political shifts, many comments revealed an impact on mission hospital software in terms 
of values and power, with a number of respondents describing the insecurity these 
changes created for minority groups in the country, especially Muslims and Christians.   
“We don’t have a voice in parliament speaking for us. We were proud to be called 
a secular country where all religions were given equal freedom. It’s still there, 
but BJP has its own interpretation of “secular”.” Retiree, Semi-Urban, 
Protestant 
 
“Now there is a need to unite for survival against corporate influence and 
government antagonism.” Mission Hospital Association Administrator, Catholic  
 
Others felt a certain detachment from the political changes, expressing a deepened desire 
to work with government and assert the value of mission hospital efforts in the new 
context.  
“We should tell the BJP that our mandate is to serve, and that we are extending 
[their] policies.” Administrator, Semi-Urban, Protestant  
 
“Quality helps create an antidote to some of the animosity. It is the reason why 
we should increase public-private partnerships. If we see each other as real 
humans, it is much more difficult to have animosity towards each other.” 
Retiree/Mission Hospital Association Leader, Protestant 
 
Health System Challenge: Governance   
 While challenges were reported in every domain of the health system, four areas-- 
governance, finance, service delivery, and human resources -- contained the greatest 
challenges facing mission hospitals between 2010 – 2017. In the domain of health system 




Macro Health System: Key Policy Changes  
 Three key policy changes were mentioned repeatedly across interviews at all 
mission hospitals. The first was the Clinical Establishment Act (CEA), the second was 
the National Eligibility and Entrance Exam (NEET), and the third was the National 
Accreditation Board for Hospitals (NABH). The CEA was passed in 2010, requiring 
registration and regulation of all clinical establishments in the country.95  The CEA 
prescribes minimum standards of facilities and services provided by them. While the 
CEA was yet to be adopted by all states at the time of the study, the passing of the act at 
the central government level signaled a new era of regulation and fundamentally shifted 
how health facilities across the country measured the standard of their practice. NEET is 
a standardized entrance examination for admission to any graduate medical or dental 
course in India.96 In 2013, NEET legally replaced previous national medical entrance 
exams, and, most consequential for mission hospitals, individual exams for admission to 
specific medical colleges. NABH is the constituent board of the Quality Council of India, 
set up in 2006 to establish and operate accreditation programs for healthcare 
organizations on par with global benchmarks.97 NABH guidelines are updated every three 
years, with 600 strict objective quality elements that fall within ten categories of quality 
improvement. NABH certification is increasingly considered the “industry norm”, and in 
some states, is required in order to become empaneled in state level health schemes.98  
 All three policy changes placed chronic stress on mission hospitals. Initially, the 
CEA operated as an acute shock to some mission hospital providers, particularly rural, 




routinely unavailable, leaving nun-nurses to perform tasks “beyond” their training. Under 
the CEA, this was no longer legal, and respondents repeatedly mentioned that many of 
these clinics were shut down – some overnight. Following initial closures, the CEA 
became a form of chronic stress, similar to the other two policies. Many respondents felt 
that the CEA placed undue regulatory burden on rural and resource poor facilities.  
“Even though there is the Clinical Establishment Act, doctors won't come. The 
doctor salaries... we can't afford to pay them. Patients only pay a small fee, so 
how will we pay the doctors?” Healthcare provider meeting, Catholic  
 
“Clinical Establishment Act made it impossible for mission hospitals to sustain 
themselves using their old models. They will either be taken over or shut down [if] 
they can’t keep up with regulations.” Hospital Director, Urban, Protestant 
 
Others felt that while the CEA challenged existing mission hospital structures, it also 
provided an important opportunity to elevate quality standards across the mission hospital 
network.  
“With the Clinical Establishment Act in Chhattisgarh, there were 190 immediate 
closures... but most of these were quacks! The Clinical Establishment Act is 
good!” Mission Hospital Association Administrator, Catholic 
 
“Professionalism should be increased. They [mission hospitals] should take the 
Clinical Establishment Act as an opportunity to improve quality and 
transparency.” Mission Hospital Association Administrator, Catholic 
 
Another person noted that the CEA had actually spurred new forms of unity and 
innovation between mission hospitals. 
“There was a lot of resistance to collective action until the Clinical Establishment 
Act came.” Retired Mission Hospital Association Administrator, Protestant 
 




commented most frequently on the impact of the law. Christian medical schools were 
historically allowed to administer their own entrance exams and admission standards. 
While test scores mattered a great deal in the historic admissions processes, the fact that 
the Christian medical schools were able to design their own tests allowed them to 
determine which areas were most important for future students to excel. In addition to the 
test, other factors like a student’s home state, socio-economic background, church-
sponsorship status, and commitment to service were also considered for final admissions 
decisions. In this way, the Christian medical schools were able to admit a cross-section of 
students from a range of backgrounds rather than test scores alone. With the passage of 
NEET, school-specific tests were no longer allowed, which meant that students from 
wealthier backgrounds or wealthier states were more likely to have access to high-quality 
educational resources to help them perform well on NEET and potentially crowd out 
strong candidates from more diverse backgrounds or robust service commitments, but 
perhaps slightly lower NEET scores. All of these factors caused some Christian medical 
schools to challenge the law in court.  Reflecting on NEET and the court cases, some 
respondents described the way that NEET threatened their fundamental value structure 
and the ability to train the future mission hospital workforce across the country.  
“The Supreme Court is now saying they will decide who each batch [of medical 
students] will take.” Hospital Director, Rural, Protestant 
 
“The government wants more and more control and that if it gets its way, the 
difference in students will certainly change the values of the institution.” Hospital 
Director, Semi-Urban, Protestant 
 
“Why should we continue to subsidize medical education if we can't admit 




Comments around NABH were much more diverse than the other two policies. During a 
tour at one facility that had just received NABH entry level certification, a hospital 
administrator pointed out all the ways the hospital had implemented improvements per 
NABH requirements, while also highlighting requirements that felt irrelevant for the 
setting, for instance, developing a “code pink” for abducted children. Other respondents 
felt that NABH was another burden on mission hospitals and that it may in fact hinder 
innovation and creative use of resources.  
“We are not going for NABH.  It’s too much!” [She gave the example of the 
requirement to have plastic syringes] “It’s not only unaffordable, it is also 
wasteful.” Administrator, Rural, Protestant 
 
“Now that [the mission hospital] is trying to get their NABH certificate, [I think] 
innovation may go down.” Physician, Semi-Urban, Protestant 
 
In contrast, other mission hospital respondents expressed immense pride in their NABH 
certification status and felt that the policy improved quality and innovation among 
mission hospitals.  
“NABH is to increase our quality. Working towards it, we can feel the difference. 
There will be corruption and hidden agendas, but many efforts of the government 
help make us stronger and more transparent. NABH shows quality, [and for that] 
all mission hospitals should come together.” Mission Hospital Association 
Administrator, Catholic 
 
 As evidenced in the quotes above, the combination of these three policy shifts 
touched every aspect of mission hospital hardware, especially governance, human 
resources, finances, and service delivery infrastructure.  These changes also impacted 
multiple elements of mission hospital software, particularly values, norms, and 




Meso Health System: Poor governance structures  
 When asked about the greatest challenges facing mission hospitals, respondents at 
nearly all mission hospital facilities mentioned challenges related to internal governance. 
While the word “governance” was infrequently used, many people described governance 
struggles, particularly in relationship to affiliated church bodies (some of these comments 
are reflected in the “corruption” section above). Governance challenges operated as 
chronic stressors among mission hospitals in this study.  While governance was quite 
obviously the most impacted hardware element, governance challenges impacted mission 
hospital software in three ways; values, power, and organizational systems and 
procedures. Many respondents provided general descriptions of how governance issues 
were critical challenges facing mission hospitals.  
“We hold on to traditional models. We don't adapt fast enough. We are ignorant, 
we are not looking at management and governance issues seriously.” Mission 
Hospital Association Administrator, Protestant 
 
“Before, [the] mission hospital doctor was also the chairman, CEO, procurement 
officer etc. Now it's impossible. Now junior docs are given administrative work, 
which feels dumped on them, and it feels frustrating.” Physician, Rural, 
Protestant 
 
“At every level of society there are successful mission hospitals, it’s a question of 
how they are run. Small hospitals don’t have enough local resources to have good 
boards, not enough leadership.” Retiree, Semi-Urban, Protestant  
 
Expanding on the governance challenge between the church and the mission hospital, one 
person described the range of governance relationships that exist: hospitals that are 
church owned and operated, hospitals that are influenced by church bodies, and hospitals 




and often strained relationship between hospital and church in the area of governance.   
“So, I think the other thing is that our issues with mission hospitals of 
governance… it's something that the church has to work out. I think there are 
places where the church leadership is visionary, and they do give the medical 
people a free hand to run a proper mission hospital. But, unfortunately, I think it's 
not the norm. In most places, it doesn't work like that. It's a complicated 
relationship.” Retired Administrator, Semi-Urban, Protestant 
 
“Many Bishops have told me that "do you really think the church should have 
hospitals? Why don't they sell it out and refocus ...?" So, I tell them "please read 
your gospel and see what did Jesus do?” Seventy percent of his work was on 
healthcare… So that's the fundamental problem, that the church has neglected, 
ignored, been step-motherly towards their own mission setups, and at the same 
time, wanting ownership… Therefore in the milieu [of] neglect, governance has 
taken a beating, leaders have quit, new leadership has not emerged, the campuses 
have just fallen by the wayside in terms of maintenance and up-keep.” Hospital 
Director, Semi-Urban, Protestant 
 
 
Health System Challenge:  Financing  
 Comments related to money, financing, and financial strain were interlaced in a 
majority of interviews across all sites.  
 
Macro Health System: Shifting financial flows towards corporate healthcare  
 The most common challenge reportedly facing mission hospitals from the macro 
health system was the shift in financial flows towards corporate healthcare, as paying 
patients migrated towards corporate healthcare. The financial impact of corporate 
hospitals was an initial shock to many mission hospitals, especially in the early 1990s. By 
the time of the study, the shock of corporate growth had evolved into a chronic stress for 




beginning to feel the effects of corporate growth. In terms of hardware, mission hospital 
finances were strained by the growing force of corporate healthcare as patients migrated 
towards corporate facilities, which in turn strained the ability to finance other critical 
hardware elements like sufficient human resources, infrastructure, medicines and 
technology. Mission hospital software was likewise impacted; values were challenged by 
corporate funding flows and incentives, and respondents felt that the power of mission 
hospitals within local and national healthcare discourse was increasingly challenged by 
corporate dominance.  
“Corporate hospitals have money, and technology, and people, and systems. 
There are forces uniting against life in fullness towards money.” Mission Hospital 
Association Administrator, Catholic 
 
“These [corporate] institutions became so powerful and influential. They started 
dictating policymaking, projecting that their way of operation will meet the needs 
of the country. This view [corporate healthcare as the solution for the country] 
caters to those with money or access to jobs and education. Whereas for others 
with a low background, and low socioeconomic status, it is out of reach. It is a 
known fact that healthcare costs make the low and middle-class poor.” 
Administrator, Semi-Urban, Protestant 
 
Meso Health System: Increasing operational costs and changes in external funding  
 Within the meso mission hospital health system, financial challenges most 
frequently cited were increasing operational costs and changes in external funding. These 
challenges operated as chronic stressors to mission hospitals within the 2010-2017 period 
as well as historically. Finances, human resources, infrastructure maintenance, medicines, 




Before the 1970s, American money paid for food for patients and free care. But 
then in the 1970s, [they were] running out of money. If it was a business, they 
would have called in the administration and shut it down. But it’s not a business, 
and [the mission hospital] had to figure out how to keep going. They figured out 
that for one free bed, you needed something like three or four earning beds. And 
even for “free care” patients, not everything was free. Instead, a large number of 
patients received subsidized care, and a much smaller percent, the absolutely 
poor, received totally free care. Of course [the cost of] drugs are always a 
problem. It’s always been about balancing the books!” Retiree, Semi-Urban, 
Protestant  
 
 Increasing operational costs impacted multiple software elements. Values and 
norms were challenged amidst limited resources, for example, by raising doubts about 
whether the mission hospital could afford to live up to its mission? Management skill and 
organizational systems were likewise stretched and tested as managers and leaders tried 
to respond to ongoing financial strain.  
“Another challenge is with old ideas of mission hospitals, that mission hospitals 
are free. Patients still think that we have connections to America.” Healthcare 
provider meeting, Catholic 
 
“People would ask me why I always talk about money. A very good-hearted priest 
once said that it was a sin to talk about money. They don't realize it's hard work 
[to keep the mission hospital going]. It goes back to the statement, there is no 
mission without margin.” Retired Administrator, Semi-Urban, Protestant  
 
 Changes in external funding similarly impacted software domains of values and 
norms, as well as networks and relationships. Many hospitals had been without 
significant foreign funding for decades, which coincided with the loss of supporters and 
allies who also disappeared when funding disappeared. One mission hospital leader 
bluntly said, “Foreigners don’t care!”.  In light of changing funding patterns, mission 




competitive milieu.  
“In the past, the church support mission financially, they even invested in 
retirement. Today, no.” Retired Administrator, Semi-Urban, Protestant  
 
“We are [at a] Crossroads. We have a lot of financial struggles.” Hospital 
Director, Semi-Urban, Protestant  
 
One interviewee offered a counterpoint to the pervasive sense of financial strain within 
mission hospitals, suggesting that there were new sources of money in India for mission 
hospitals to explore: 
“Money isn't as much of a problem, rather [it’s a lack of] vision. There is money 
now in India”. Physician, Rural, Protestant  
 
 
Health System Challenge:  Service Delivery  
 Across interview settings (urban, rural, semi-rural, etc.) were ongoing references 
to the growth of corporate healthcare services and the impact of expanding government 
services and health schemes for the poor, especially for maternal and child health. These 
macro-level service delivery changes were compounded at the meso-level by aging 
mission hospital facilities that required ongoing maintenance and modernization.  
 
Macro Health System: Expanding corporate health services  
 Described earlier, the emergence of corporate hospitals operated initially as a 
shock to mission hospitals. Asked to reflect on challenges facing mission hospitals in the 
past, many respondents noted the dramatic impact on mission hospital service delivery 




  “It was panic at first.” Retiree, Semi-Urban, Protestant 
“In the 1980s and 90s came privatization. Private hospitals came in for service 
[delivery] and teaching. Their motive was profit-making and they were not 
focused on the community.” Administrator, Semi-Urban, Protestant 
Over time, the growth of corporate hospitals evolved into a chronic stress, impacting 
mission hospital hardware in the domains of service delivery, finances (discussed above), 
and human resources (discussed below). Despite the fact that corporate hospitals largely 
acted as a chronic stress, some interviewees expressed surprise and alarm at the reach of 
corporate hospitals into increasingly rural areas.  
“[Our 22-bed hospital] used to flourish, but now there are many hospitals and 
nursing homes and the patients have gone down.” Physician, Rural, Catholic 
  
“Corporate hospitals have taken over the scenario” Hospital Director, Rural, 
Protestant 
In addition to the hardware elements, the growth of corporate healthcare impacted values 
and norms of mission hospitals, as well as their sense of power in the larger healthcare 
landscape. In many places, interviewees used the term “corporate” to critique other 
mission hospitals they felt had given in to the pressures of corporate health culture.  
“The Healing Ministry is challenged by corporate, this is why we are getting 
weak. Even Mission hospitals are becoming corporate.” Mission Hospital 
Association Administrator, India-wide Catholic 
“Some Mission hospitals change their ethos to survive. And once they do, 
corporate culture comes in. Our principles are compromised and corporate 






Macro Health System: Expanding government health services  
 The growth of government health services – both government health facilities and 
government funded health schemes – was another source of chronic service delivery 
stress for mission hospitals. The government’s expanding role in health service provision 
impacted the same hardware and software domains as the expansion of corporate health 
service provision. One respondent illustrated the situation with a well-known Bible story 
about the good Samaritan:  
“Now the government is the Good Samaritan, and they want other hospitals to be 
the Innkeeper. They will give us money if we provide the care.” Administrator, 
Semi-Urban, Protestant 
Another respondent illustrated the multi-faceted impact of expanding government health 
services and health schemes.   
“Recently [our state] started paying 18,000 rupees for women who gave birth in 
government institutions. [The government] also gives a separate incentive to 
cover transportation costs. The program is for people living below the poverty 
line, but it is not difficult at all to buy a BPL [Below Poverty Line] card. This 
program has meant that our patient volume and deliveries have gone down. [In 
addition] The district government hospital refers to the government tertiary 
hospital for complicated cases, so on paper it looks like they are referring within 
the system. But doctors at the district hospital tell patients to come to us. This 
means that our cesarean rates are going up, and our infant and maternal 
mortality rates are going up.” Physician, Semi-Rural, Protestant 
 
While the decrease in patient volumes due to corporate and government health services 
was often described with some measure of concern, others offered a counterview.  
“Government isn't the enemy. Corporations are the bigger challenge for us in the 
future, and not all corporations are bad!” Mission Hospital Association 
Administrator, India-wide, Catholic 




need to grapple with the changing array of service provision in India and the implications 
for their own practice.  
“So, we have to reinvent ourselves. Now we are confused. Are we charitable? Are 
we corporate?” Administrator, Semi-Urban, Protestant 
 
Meso Health System: Continued care for the poor and aging infrastructure  
 Within the meso mission hospital system, there were two key service delivery 
challenges: continued care for the poor and aging infrastructure, both of which operated 
as chronic stressors. With both challenges, service delivery and finances were the most 
strained hardware components. In terms of software, respondents articulated the ways 
that the struggle to care for the poor placed stress on values, norms, and relationships, 
especially relationship with the local community, while aging infrastructure put strain on 
values, power, and organizational systems. 
 A variety of factors contributed to the challenge of caring for poor patients, 
including increased costs of care, increased rates of mental health challenges, non-
communicable diseases like strokes, hypertension, and diabetes, alongside high rates of 
infectious conditions like tuberculosis and malaria. All of these were compounded by the 
expectation that mission hospitals are primarily charitable institutions able to give 
generous concessions.  
“You can't imagine how depression in rural India has grown. People are dealing 
with insomnia and anger… half of [my] patients’ headaches are due to 
depression.” Hospital Director, Semi-Urban, Protestant  
 
 “So, we thought there needs to be a separate corpus of money for patients who 




Leukemia and they do get malignancy… but it's become a little frustrating 
because you have somebody who's deserving, who whom you'd like to help but 
you may not have the money… But I think, you know, working like that with the 
resource makes you think in different ways than if you always had lots of money 
and can do whatever you want.” Retired administrator, Semi-Urban, Protestant  
 
 “Originally, mission hospitals addressed clear needs…“Mission” used to mean 
“free” but we can’t do that now. And we get a bad label because of that change.” 
Mission Hospital Association Administrator, India-wide, Catholic  
 
“We are trying to discern what God would have us do in this current context, 
without compromising values. We are here for the poor and marginalized. How 
do we cater to everyone, generate income, and use the income for those who don't 
have access to good care?” Mission Hospital Association Administrator, India-
wide, Protestant 
 
 As many mission hospitals were founded throughout the 20th century, 
infrastructure across the network is aging, requiring repair or totally new construction and 
equipment.  
“[Our second greatest challenge] is infrastructure. Meeting changing norms, 
remodeling, rebuilding old facilities” Mission Hospital Association 
Administrator, India-wide, Protestant 
To some respondents, the crumble of brick and mortar seemed to symbolize the 
crumbling of identity.  
“Thirty years back, mission hospitals had the best technology due to huge capital 
investments, they had high-touch because they were the big fish in the pond, and 
they were low-cost because they were not in a funding crunch. Now, mission 
hospitals have very low technology, and equally low touch, and we are no longer 
that low-cost.” Administrator, Semi-Urban, Protestant 
 
“Each institution should ask themselves what they want to be in the future stage. 




The key question is, ‘can you change according to the needs of the people?’” 
Mission Hospital Association Administrator, India-wide, Catholic 
 
Health System Challenge:  Human Resources  
 Human resource constraints were highlighted throughout the majority of 
interviews. Reflection on historical challenges among mission hospitals highlighted 
human resource shortages as a constant stress among many mission hospitals, especially 
after foreign missionaries began to leave the country in the post-independence period. At 
the macro-level, mission hospitals’ human resources were strained by the growth of 
employment in the corporate health sector, as well as employment outside of India. At the 
meso-level, general staff shortages were accentuated by the dearth of high-quality 
managers and leaders.  
 
Macro Health System: Growth of corporate sector employment in India and abroad 
 Growth of corporate and foreign employment impacted human resource hardware 
of mission hospitals in terms of numbers and type of staff, but the greater ripple effect 
was the way that these constraints limited the ability of mission hospitals to live out their 
values and decreased power to retain physicians and staff trained at Christian medical 
institutions.   
“We laughed when Apollo started in Hyderabad. We asked, “How can you have 
healthcare without sisters? Without Christ?” But now, 25 years later, there is no 
laughing. And Apollo is filled with [Christian medical school] alums... But why 
should they [our alumni] see a hundred patients a day in a clinic with no AC in a 
village if Apollo can pay them well, and they can see only 15 patients a day, have 




link these people back to Mission?” Mission Hospital Association Administrator, 
Catholic 
“Doctors who were provided an education under the assumption that they would 
come back and serve, when in fact that never happened.” Hospital Director, 
Rural, Protestant  
 
 “I can only pay doctors for 1/2 hours of [their] consultation, not full-time. 
Whereas corporate hospitals can pay a percent of all procedures done” Hospital 
Director, Urban, Catholic 
 
Meso Health System: Staff shortages, especially high-quality managers and leaders  
 Internally, staff shortages were discussed with emphasis on the scarcity of high-
quality managers and leaders. In the domain of mission hospital hardware, these 
shortages impacted human resource numbers and governance structures, but mission 
hospital software was impacted even further. The lack of high-quality management 
knowledge and skill impacted the ability of mission hospitals to replicate their value 
structure to the next generation of staff, limited the power they had both internally and 
within the larger community, and restricted the reach of the mission hospital network.  
 “One major problem is leadership. And some hospitals the leaders sit in one 
place, they don't get out of the chair, and they rely on their tenure. They are also 
not raising up the second line of leadership. These leaders don't want to change 
because it's their job that would change, but leaders must bring change” Hospital 
Director, Semi-Urban, Protestant 
“How do we run a hospital without human resources? Machines are easier than 
human resources. A machine we can get from somewhere, but people need 
nurturing…There are no young people coming to Mission Hospitals; after me, 
what? We are all one-man shows.” Administrator, Semi-Urban, Protestant  
 




harder, longer hours at many facilities. The relentlessness of the work over many years 
created cultural norms of stress and fatigue, often constricting the development of healthy 
systems and procedures throughout the facilities, and limited energy for new ideas. 
“Medical work in the north is a struggle. Doctors there are short on time and 
money and human resources. In the north, doctors don't even get vacation, they 
are always working. Most sisters have their general nurse midwifery degree, but 
they do not upgrade because they are working and there is no opportunity to 
upgrade. They are constantly working, constantly busy. They are not reading 
books and keeping up with new information. Of course, they are smart enough to 
keep up with the latest medical information, they just do not have the time. They 
are in firefighting mode. They are fully committed, but not connected.”  Mission 
Hospital Association Administrator, India-wide, Catholic 
“We need sabbaticals for our leaders to have time to think. It's a luxury to think, 
to talk with others, to dream. We don't often have this.” Mission Hospital 
Association Administrator, India-wide, Catholic 
 
Discussion 
Use of the EDR Framework 
 In this study, the EDR framework provides a new, theoretically rich way to 
examine shocks and stresses facing Indian mission hospitals in light of political, social, 
and macro and meso health system change in India. The findings do not only allow 
identifying the different types of shocks and stresses but also the priority that respondents 
assign them. Drawing on resilience literature in both the field of development and 
organizational theory,89,91,99,100 the EDR framework posits that health systems (macro and 
meso) face a greater burden from chronic stressors compared to shocks. Indeed, in the 




15) operated as initial shocks among mission hospitals, each of which morphed into 
chronic stresses over time. The remaining challenges operated as chronic stressors in the 
2010-2017 period, and in many cases, for years and decades before the analysis period.  
 Mission hospitals faced the most prominent challenges in the domains of social 
and political change, governance, financing, service delivery, and human resources. The 
number of challenges emanating from the social and political domains supports claims 
that health systems analysis is not complete without attention to these powerful 
dynamics.87,88,92,101 
As the analysis reveals, one form of chronic stress or shock can touch on multiple 
domains of the health system change. For example, when respondents spoke about 
“corporates”, their comments typically included the impact of corporate providers on 
mission hospital finances, human resources, service delivery, and technology. Stresses 
and shocks also interacted in a variety of ways. For example, the expansion of public 
funding for institutional deliveries, which reportedly drew woman away from mission 
hospitals and into the public sector for maternal care. One doctor described how this shift 
was magnified by the fact that the local district hospital often referred their most 
complicated cases back to the mission hospital, leaving mission hospitals with lower 
overall volumes, but much higher volumes of complicated deliveries. The increase of 
complicated deliveries, in turn, led to an increase in procedures like C-sections or higher 
numbers of maternal or infant death. These shifts in patient outcomes were not only 
devastating to hospital staff who have historically prided themselves on providing 




macro health system can build on itself to create a mushroom effect of stress within the 
mission hospital. Observing similar interactions in their analysis of everyday resilience in 
South Africa and Kenya, Gilson and colleagues write,   
“Stresses occur at the same time in the same system, impacting on the same set of 
people—and they interact, for example, unstable organizational structures or 
resource challenges generate tensions in relationships with staff or the 
community, with possible consequences for service delivery. Change is, therefore, 
pervasive in organizations—‘uncertainty and surprise is part of the game and you 
need to be prepared for it and learn to live with it’. This situation simply demands 
everyday resilience.”102 
 
  The EDR framework also calls for thoughtful consideration of both hardware and 
software elements within health organizations, and how exactly these components are 
impacted by, or used to respond to challenges. While other studies look at how hardware 
and software are deployed to respond to chronic stress and shock,102 this analysis instead 
asks the reverse: how stresses and shocks impact mission hospital hardware and software. 
In other words, how do challenges chip away at the very elements that might help 
mission hospitals exhibit elements of resilience? Among mission hospitals in this study, 
the hardware elements most impacted by challenges were: human resources, finances, 
and service delivery/service delivery infrastructure. While there were approximately 27 
instances of hardware impact due to chronic stress and shocks, there were 46 instances of 
software impact due to the top stresses and shocks (Table 12), supporting the claim that 
software plays a vital, and often more substantial role than system hardware.101  The most 
commonly impacted software elements were: values, power, norms, organizational 
systems and processes, relationships and networks. The importance of social values and 




and unity within a community.89 While Chapter 5 presents an extended discussion on 
mission hospital identity, values, and mission, comments in this chapter hint at some key 
mission hospital values such as care for the poor, providing quality medical services, and 
engaging in health activities due to a sense of spiritual vocation and mission. Numerous 
challenges described above put pressure on these values, particularly the rising cost of 
care, the pressure to compete for survival against corporate actors, and human resource 
constraints. While faith was expressed as an important part of the way people interpreted 
their work, external scrutiny often made respondents feel threatened and cautious about 
the way they articulated the impact of their religious values on medical practice.  
 Power was another software element impacted by stress and shocks. While this 
study did not include a formal analysis of power, and respondents rarely used the word in 
an explicit manner, many comments seemed to be decrying a loss of power – or influence 
– in the evolution of India’s health system, and, by extension, the future of mission 
hospitals. As one respondent said plainly, “Corporate hospitals have taken over the 
scenario”, meaning that corporates had the most influence, money, and manpower to 
lead the health system in the direction of their choosing. As Sriram et. al wrote in their 
review of power in health systems:  “[Power] shapes health policy and practice, including 
community collaboration, participation and ownership; access, affordability and quality 
of health services; and the prioritization and development of health policy”.103  
 
Challenges reported in other mission hospital studies 




existing literature on challenges impacting mission hospitals. For example, In the late 
1990s, a study on the status of mission hospitals commissioned by the World Council of 
Churches (WCC) took place in 11 countries, including India.104 The study found five 
major trends contributing to the closure of mission hospitals around the world; 1) the 
inability to provide long-term, high-cost care to treat non-communicable diseases among 
a growing population of poor patients, 2) the inability of governments to meet the 
promise of universal healthcare, placing increased burden on charitable institutions and 
on patients themselves, 3) removal of government subsidies previously offered to help 
pay for social services, 4) the increased cost of care, particularly technologies considered 
the new “minimum” standard of care, and 5) dwindling sources of external aid and 
support.  Similarly, Baru’s 1999 review article on Indian mission hospitals concludes by 
asking, “What is the space they [mission hospitals] feel that they can carve for 
themselves at the present juncture of declining funds, cutback in public funding, and 
increase in private institutions?”.25  Findings from the present study align with many of 
the themes from WCC and Baru, however, this study found that Government of India was 
expanding – not removing – subsidies to help pay for social services; an expansion that 
ushers in a whole host of new dynamics for mission hospitals (discussed further in 
Chapter 6).  
 
A closer look at shocks and stresses among mission hospitals in this study 
 A major contribution of this study is the way that respondents provide rich detail 




Social and Political Change 
 At the social and political level, many respondents described a sense of 
vulnerability and uncertainty as India’s political landscape increasingly shifts towards 
BJP leadership with the accompanying chorus of Hindu nationalist sentiment. In her 2011 
book, The God Market: How Globalization is Making India More Hindu, Meera Nanda 
writes:   
“The resurgence of popular Hinduism is happening not against the grain of 
Indian secularism, but because of it. The Indian brand of secularism has allowed 
the state to maintain an intimate and nurturing relationship with the majority 
religion. As the neo-liberal state has entered into partnership with the private 
sector, a cozy triangular relationship has emerged between the state, the 
corporate sector, and the Hindu establishment. The state-temple-corporate 
complex is creating new institutional spaces where Hinduism is renewing itself so 
as to remain relevant to the new social context created by the global political 
economy. But in the process of renewing itself, it is also taking on nationalistic 
overtones by turning rituals into politicized assertion of Hindu identity.            
(pg. 108)”105 
Nanda’s work supports the sense among some respondents that external powers are 
increasingly allied, and that these alliances often work against the favor of minority 
religious groups. It is inaccurate to claim that all BJP leaders or devout Hindus are anti-
Christian or against mission hospitals, but there are clear social and political shifts that 
cause minority groups like Christians and Muslims to have a growing sense of 
uncertainty about their role and place in India. In the words of Alyssa Ayres, Senior 
Fellow for India at the US Council on Foreign Relations, 
“Religion is arguably the most important fissure within India, and one that will 




in India who worry about the effects of majoritarianism have voiced concerns 
about whether a single-party majority rule by the BJP, which emphasizes India’s 
Hindu rather than syncretic civilizational past, will spell the end of the country’s 
secular liberalism. There are serious questions of national identity, and they will 
not all disappear overnight. (Pg. 22)”106  
 
Corruption  
 Corruption, from a variety of sources, was another social challenge described by 
many respondents. Multi-sector corruption is by no means unique to India, however, 
corruption in India is a well acknowledged and persistent reality. Sujatha Rao, India’s 
former Union Health Secretary and author of the new book Do We Care? India’s Health 
System107, describes sources of corruption from the public and private sector that exist in 
two broad forms, the siphoning off of money and what she calls a “more insidious type of 
moral and intellectual corruption” that takes place in the form of foreign assignments, 
memberships, honors, and awards (pg. 182). In Rao’s words, “we will only have a fair 
health system when, and if, we have a government that has the political incentive to put in 
place a system that has zero tolerance to corruption – intellectual, moral, or monetary. 
(pg. 186)”. At the meso-level, in addition to mentions of government corruption, 
numerous respondents also described the corrupt behavior of church leaders and hospital 
staff, and likewise seemed to align with Rao’s claim that radical reform and vigilance 
were needed to change these patterns within the mission hospital network as well as in 






 While an in-depth exploration of each aspect of governance, financing, service 
delivery, and human resource challenge is beyond the scope of this chapter, it is 
important to describe how several stresses and shocks are supported by external literature 
and how they compare with results from similar studies.  In the domain of governance, 
respondents described the impact of several policy changes at the macro level and poor 
governance structures at the meso level. In a recent EDR study among three separate 
health systems in South Africa and Kenya, unstable and evolving governance structures 
and frequent policy change were two of the three most predominant challenges.102 At the 
meso-level, the WCC study of mission hospitals found that a little more than half of 
mission hospitals had sufficient governance structures, often with disjointed relationships 
between church and hospital leadership. Similarly, in this study, governance relationships 
between hospital and church surfaced as a major point of tension and stress among 
mission hospitals.  
 
Corporate Providers 
 Mission hospitals were also challenged by the increasing role of the corporate 
sector in the areas of finance, service delivery, and human resources. A recent review of 
non-state health providers in India noted that until the 1980s, Indian health policy paid 
little attention to the private sector.108 In subsequent years, the private health sector 
continued to grow as the government put forth “vague strategies to encourage private, 




and controls.”108 In the early 1990s, as India’s financial markets began to open, the 
government put forth a new policy in India’s Eighth Five Year Plan that would provide 
governmental support, through tax incentives, to private hospitals and clinics subject to 
maintenance of minimum standards and suitable returns for tax incentives.108 According 
to the National Sample Survey Office, private inpatient care rose sharply in both urban 
and rural areas between 1986 and 2014 (40.0% to 58.1% in rural areas, 39.6% to 68.0% 
in urban areas).48 While mission hospital respondents felt that corporates were abounding 
in resources and influence, recent publications highlight the increasing struggles of 
corporate providers in India.109 For example, financial worries related to overhead costs 
and staff wages, increased competition for patients, price regulations from the 
government, and empty beds.109 Some of these challenges are similar to mission 
hospitals, namely the struggle to keep pace with doctor’s wages and the increased costs 
of patient care, while other challenges are wholly unique to corporate players. Growing 
instability among corporate providers in India could signal new opportunities for mission 
hospitals to meet patient needs in new ways (discussed further in Chapter 6).  
 
Finance, Service Delivery, and Human Resources 
 Other key issues related to finance, service delivery, and human resources 
included the expanding role of the public sector both in healthcare provision and health 
insurance schemes. During the study period (2010-2017), India greatly expanded the 
number of publicly funded health insurance schemes, including nation-wide schemes like 




some cases, reimburse private providers for care offered to people living below the 
poverty line.71 Financing from these schemes created a path for corporate providers to 
engage in “charitable” care by offering services to the poor that will ultimately be 
reimbursed by the government. As such, the private sector (including mission hospitals) 
receives more than 80% of total reimbursement claims from some schemes.48 Further, a 
new corporate social responsibility (CSR) law passed in 2013 required companies 
making a net profit over $700,000 (5 Crore) to invest 2% of pre-tax revenue back into the 
community.110 In accordance with the law, many high-earning corporate healthcare 
providers developed non-profit healthcare entities through which they could deploy their 
own CSR resources. While the specific details about corporate engagement in charitable 
care did not emerge in interviews, key informants did note the expanded pool of public 
financing for health and some of the challenges related to these schemes, including late 
and delayed payment, problematic empanelment standards, and shifts in patient flow, for 
example, obstetric care scenario discussed above.    
 Other challenges highlighted by respondents such as changes in external funding, 
aging infrastructure, staff shortages, and leadership deficits align with other scholarship 
that recently explored challenges facing mission hospitals.25,34,104 In a series of candid 
essays from a wide range of Protestant mission hospital leaders, one author summarized 
the current milieu facing mission hospitals:  
“Overwhelmed by the corporate and private hospitals, mission hospitals have 
found themselves out of context, the common question that is being asked is: Is 
there a role for Christian hospitals? And if there is one, what is it? … What 




management, and stewardship of resources… In many instances, the Church 
leaders and laity started squabbling over leadership and property…The health 
professionals did not find working in mission hospitals attractive or fulfilling. 
Soon, these hospitals deteriorated and started closing down… There was a 
distinct lack of a grand vision for healthcare. Leaders chose to remain immobile 
and failed to keep up with the changing needs and aspirations of people and 
communities…. Mission hospitals were known for their care and compassion. 
Now, even that domain is being claimed by well-funded corporate hospitals care 
for patients. So what then is the opportunity for those considering medical 
missions [work]?”31 
 
Contributions of this study 
 This study makes several contributions to the body of evidence exploring 
everyday resilience. First, as the EDR framework has been largely used in the African 
context,102 this study is novel in its use of the EDR framework in an entirely new setting. 
Second, the exploration of stress and shock among non-government providers offsets 
other EDR work that has taken place largely in the public sector. Too often health system 
actors are described in binary terms of “public” and “private”. This study illustrates that 
within the “private” health provider world, there are is great heterogenicity, with unique 
stresses and shocks, and with tensions between various types of “private” providers, for 
example the tension between mission hospitals and corporate hospitals. Third, the study 
provides insight into the way common health system problems like “governance” play 
out for specific types of health actors. In the case of mission hospitals, governance 
challenges involved external church bodies and church leadership, which leads to a whole 
different set of “governance solutions” than those that exist in the public or corporate 




– like corruption – are pervasive across all sectors of the health system. In this way, 
solutions that have worked in one sector might be applicable to others. And finally, the 
study highlights how important it is to pay attention to political and social influence on 
health systems and the way these dynamics impact different types of health providers. In 
the case of mission hospitals, their role as a minority religious institution altered the way 
they experienced changes in the macro health system (e.g. CEA, NEET, and NABH; 
discussed further in Chapter 5).  
 
Limitations 
 While this study included site visits across a range of mission hospital facilities 
and associations in India, it was not possible to visit equal numbers of Protestant and 
Catholic facilities. While one mission hospital was not technically affiliated with either 
Catholics or Protestants, the study would have been improved by engagement with other 
types of charitable health providers in India, secular as well as those from other religious 
groups. The intention of the study was to gather sufficient organizational data from each 
facility to facilitate robust mix-methods analysis. In reality, securing uniform data across 
all sites proved very challenging and limited the use of quantitative data.  
 While there are inherent limitations within qualitative research, qualitative 
evidence provides invaluable insight into the needs, values, perceptions, and experiences 
of health system actors. Health system decision makers are increasingly using qualitative 
evidence to understand various socioeconomic contexts, health systems and communities, 




the present analysis could be used to develop a survey, which would allow for further 
validation of key themes across a wider range of mission hospital and charitable 
providers. 
Conclusion  
 This chapter describes the key stresses and shocks facing Indian mission 
hospitals, and the impact of those stresses and shocks on mission hospital hardware and 
software. At times, the findings of this chapter seem quite grim, calling to question 
whether or not mission hospitals stand any chance of survival in the future. The following 
chapter describes ways that mission hospitals have responded to many of these 






CHAPTER FOUR: MISSION HOSPITAL RESPONSES  
Introduction 
 This chapter explores mission hospital responses to the challenges described in 
Chapter 3. Using the Everyday Resilience (EDR) Framework, which builds on resilience 
scholarship in the fields of development82,89 and organizational theory,90,91,99,100 mission 
hospital responses were assessed in two ways: first, whether or not mission hospital 
responses exhibited a particular resilience strategy, namely, the ability to absorb, adapt, 
or transform in the face of challenge, with the result of maintained or increased delivery 
of quality healthcare;88,102 and second, to what extent mission hospital exhibited 
organizational capacities: cognitive, behavioral, and/or contextual. Figure 6 provides 















“The system’s ability to have an awareness 
(notice or detect) of a shock or chronic 
challenge, interpret the challenge (sense 
making), analyze and understand the 
challenge and develop appropriate 
responses to the challenge”
4,5
BEHAVIORAL CAPACITY
“[This is] about agency.  It is the ability of a 
system to respond to the recognized shock 




“The resources (e.g. Hardware and 
Software)  that can be drawn by the system 




“Absorptive strategies seek to neutralize 
low intensity or transient challenges, and 
return the system to




“Adaptive strategies are used when 
challenges are of a higher intensity and are 
likely to exhaust the system’s absorptive 
strategy; resilient organizations respond
by making limited adjustments (adapting) 
in order to continue to function”
2, 3
TRANSFORMATIVE CAPACITY
“Transformative strategies: when shocks to 
the system are greater and persist, they 
may require the system to transform into 
an entirely new state through significant 
functional and structural changes.”
2, 3
Everyday Resilience Framework 
1. Béné C. Towards a quantifiable measure of resilience. Brighton: Institute of Development Studies; 2013
2. Béné C, Godfrey Wood R, Newsham A, Davies M. Resilience new utopia or new tyranny?; reflection about the potentials and limits of the concept of resilience in relation to vulnerability reduction  
programmes. Brighton: Institute of Development Studies 2012. 
3. RESYST. What is everyday health system resilience and how might it be nurtured? resyst.lshtm.ac.uk; 2016
4. Barasa EW, Cloete K, Gilson L. From bouncing back, to nurturing emergence: reframing the concept of resilience in health systems strengthening. Health Policy Plan 2017;32(suppl_3):iii91–4. 









































 Some mission hospital responses were categorized as either non-resilient or as 
negative resilience. Non-resilience is best understood as collapsing under the weight of 
stresses and shocks. Negative resilience is best understood as “slow demise”; carrying on 
in a declining state without any clear features of everyday resilience. The analysis in this 
chapter applies the EDR framework in its current form. The strengths and limitations of 
the EDR framework and its application to mission hospitals in India are examined in the 
discussion section.  
 
Methods 
 During the analysis of interview notes and transcripts, I coded “responses to 
challenges” in NVivo. I then reviewed, compared, and matched responses to the list of 
top challenges presented in Chapter 3. I made special notation of responses that were 
frequently mentioned, described in great detail, and that took place between 2010 – 2017.  
 Once I developed a composite list of “top” responses, I assessed each response 
using the EDR framework, coding specific response strategies as “absorptive”, 
“adaptive”, or “transformative” (Table 13) using the definitions presented in the Figure 6. 
I soon realized that it was not feasible to apply a “capability” assignment to each 
response listed in Table 13, as response strategies were deployed differently within each 
mission hospital, and because each mission hospital implemented a range of responses to 
the particular challenges it faced. Instead, I reviewed the range of responses employed at 
each mission hospital, and then ranked the hospital’s overall organizational capabilities 




explanatory power of organizational capabilities, each hospital’s capabilities were 
compared to its “hospital health” assignment applied during the sampling phase of the 
study (categories: strong, recovering, declining, and weak). Capability rankings were also 
compared to resilience strategies to better understand the relationship between the two 
dimensions of the EDR framework as they apply to mission hospitals.  
 
Results 
 Table 13 presents the composite list of “top responses”. Appendix C provides an 
expanded table with the rationale for each resilience response ranking. To focus the 
results section, I selected five of the most pressing challenges in Chapter 3 (notated by 






Table 13: Sample of responses to pressing challenges facing Mission Hospitals    




SAMPLE OF KEY 
CHALLENGES 
SAMPLE OF RESPONSES ABSORB 
(n = 4) 
ADAPT 








Changing patient & employee 
expectations 
Trying to meet new standards for 
staff and patients 
X 
   
Payment Ratios X 
   
Promoting alternative expectations 




Political Transition & 
Increasing Nationalism*  
Rigorous legal compliance and 
caution 
X 
   
Leaning on minority status  X 
   
HEALTH 
SYSTEM 
SAMPLE OF KEY 
CHALLENGES 
 
SAMPLE OF RESPONSES  
ABSORB 
(n = 7) 
ADAPT 





MACRO Health System 






Policy Change: Clinical 
Establishment Act*  
Developing a “hub and spoke” 










   
X 
Poor governance structures* Creation of new relationships 




Incremental, mandated adjustments 




Lack of response  







 Corporate Healthcare+* 
+ Responses to corporate 
healthcare with regard to 
Finance, Service Delivery, 





Selective (and sometimes forced) 




Resisting corporate culture  X 




Human Resources, captured 
here 









Increasing overall patient fees X 








Expanding public health 
service* 





Promoting government partnership X    
Co-existing alongside gov. services 
without empanelment 
X 
   
Continuing care for the poor Moving free-care programs to 








Utilizing a cross-subsidy model X X 
  









Staff shortages, esp. quality 
managers & leaders 
Spreading people thin X 
   







Responses to Political Transition and the Rise of Nationalism (Social and Political 
Challenge) 
 There were two main forms of response to political transition at the state and 
central level, and the increased forcefulness of extreme Hindu nationalist sentiment 
across India. The first strategy employed by numerous mission hospitals was to focus on 
rigorous legal compliance as well as exercising caution in the outward facing dimensions 
of their work. Many respondents described legal compliance as the “right thing to do” 
and even more so in an environment where they felt a higher degree of scrutiny, and in 
some cases harassment, from local and central government authorities. As the regulatory 
environment in India can be difficult to navigate, many respondents spoke about sharing 
regulatory information across the meso mission hospital network to ensure that others 
were up to speed and fully compliant. Protestant and Catholic health association 
publications (e.g. monthly emails, published journals, etc.) regularly included information 
about new laws and policies and how mission hospitals could meet the new standards.  
“All member institutions are autonomous, but [we] give support for cross 
learning and sharing, [and] also encourage all member institutions to adhere to 
government standards” Mission Hospital Association, Catholic 
 
Respondents across the theological spectrum were acutely aware of the general 
accusation that mission hospitals use medical care as a cover for illegal proselytization. 
While there were varying opinions about the ways Christianity should be demonstrated in 
the work of mission hospitals (discussed in Chapter 5), there was simultaneous 





“We refuse to preach. When I interface with my patients, that [ Christianity] 
should not come up. [But] God is critical to us, without him we'd never survive. 
He enables us to love.” Physician, Rural, Protestant 
 
 While there was a calculated approach to the way Christianity was expressed in 
medical environments, the second response strategy among mission hospitals was to lean 
on their status as minority religious institutions and to invoke legal protections provided 
in the constitution. One strong example of this was the way Catholic and Protestant 
medical schools joined together to challenge the National Eligibility and Entrance Exam 
(NEET), which removed their ability to administer their own entrance exams and 
admission requirements, including questions about religious affiliation and service 
commitments. Historically, Christian medical schools had admitted a large number of 
Christian students who expressed commitment to mission hospital service, including, in 
one Christian medical school, a mandatory two-year “bond” in mission hospitals 
following MBBS (Bachelor of Medicine degree) graduation. While challenges over 
Christian medical school admission have been ongoing since the 1990s, the passage of 
NEET in 2013, coinciding with changes in the political and social milieu, left 
interviewees feeling less than optimistic about their ability to effectively oppose NEET in 
the court of law as well as the court of public opinion. One respondent connected to the 
legal battles said that even though Christian medical schools would lose the NEET battle, 
demand for the values embodied in Christian health institutions would prevail:  
 “Despite the challenges and court battles there is still a role for us [minority 




ethical, rational, good financial models of medical education and medical care” 
Mission Hospital Association Administrator, Catholic 
 
 Both responses were examples of “absorptive” resilience, as they sought to 
neutralize the challenges posed by social and political change and minimize the effect on 
the functionality of mission hospitals or their affiliated medical schools.  
 
Responses to the Clinical Establishment Act (Macro Governance Challenge) 
 There were a range of mission hospital responses to the Clinical Establishment 
Act (CEA). While some facilities were able to implement the infrastructure and human 
resource upgrades required by the law (or had done so already), the imposition of the 
CEA acted a shock to other mission hospital entities – a shock that warranted dramatic 
response. Among those for whom CEA acted as a “shock” there were three main 
responses.  
 The first response was, unfortunately, the immediate closure of clinics and 
dispensaries that were not able to meet CEA standards and were unlikely to implement 
the mandated upgrades in sufficient time. This hit the Catholic network particularly hard, 
as the majority of their work took place in outlying clinics and dispensaries run by nuns 
with basic nursing training.  
“The Clinical Establishment Act of India made it impossible for mission hospitals 
to sustain themselves using their old models. They will either be taken over or 
shut down because they can’t keep up with regulations” Hospital Director, 
Urban, Protestant 
 
“There are many political challenges. The Clinical Establishment Act has forced 
many clinics to close. In our state [the government] has closed all the clinics 




 The second response was the development of a “hub and spoke” model of 
healthcare formed out of collaboration between Catholic and Protestant mission hospital 
organizations. In one state where the CEA hit the Catholic clinic network particularly 
hard, Catholic and Protestant leadership came together to form a model whereby a central 
tertiary Protestant hospital would share human resources, equipment, and infrastructure 
with the surrounding Catholic clinics in accordance with CEA requirements. While the 
model was still experimental, leadership in both Protestant and Catholic circles 
mentioned it as an exemplary solution to challenges posed by CEA, and a mechanism 
that brought mission hospitals together in the face of crisis.  
 The third response was to transition nun-nurses working in outlying clinics into 
“Community Health Enablers”. Catholic leadership recognized that it was not possible to 
increase the medical degrees of their large nun-nurse workforce to meet the requirements 
of CEA. Nor could they allow the nuns to provide medical care that was beyond their 
training as nurses. A new solution had to be developed to allow these women to continue 
to serve their communities in accordance with both their vocational commitments and the 
law. What emerged was a multi-prong strategy to re-train the nun-nurse workforce as 
“Community Health Enablers” (CHE). Over the course of a three-month training 
program, nun-nurses were “given space and time to reflect and pray over Christ’s healing 
mission” and took courses in “herbal remedies, other alternative modes of 
healing/drugless therapies, family and de-addiction counseling, provision of 
psychological first-aid for trauma, holistic geriatric and palliative care, and health 




disease, and community health”.112 In their role as CHE’s, the nun-nurses would provide 
allopathic care within legal bounds, and for all else, rely on holistic, natural healing 
methods and health education, pointing patients towards government health facilities 
when appropriate.  A recent Catholic newsletter described the ongoing results of the 
program:   
“[Our organization] is facilitating its Member Institutions and their religious 
congregations to revisit their charism, rediscover their relevance in the emerging 
context and reposition their Sister Nurses/Social workers as ‘Community Health 
Enablers’. Over 90% of the Catholic healthcare facilities are managed by women 
religious congregations. The key to repositioning of Catholic health ministry 
hence is to enable women religious to revisit their health ministry and reposition 
themselves. The paradigm shift in this whole process is that the sister-nurses, 
instead of waiting for people to come to their health centers, have to reach out to 
people at their doorsteps.”112  
 
Since the program began in 2015, over 1,700 women attended the trainings.  
 While the clinic and dispensary closures represented non-resilience, the shock of 
the CEA and the immediate closures spurred mission hospital groups to develop 
strategies that required totally new ways of functioning. Both the hub and spoke model 
and the re-training of sister nurses are clear examples of “transformative” resilience 
capacity.   
 
 
Responses to Poor Mission Hospital Governance (Meso Governance Challenge) 
 Governance challenges were a common challenge reported among mission 
hospitals. While not every hospital in the study faced pressing governance challenges, 




governance challenges fell into three main categories. The first category was a 
fundamental restructuring of the relationship between the hospital and the church. One 
notable example came from a hospital that nearly closed due to rampant mismanagement 
and allegations of corruption of church leaders who oversaw the hospital. In the words of 
the current director:  
“I wanted to leave this hospital in 2009-2010. There were only four doctors, 200 
staff total, but the doctors were not getting a salary and wanted to go on strike. 
The hospital had a one crore deficit, and the medical superintendent had left. The 
ethical work was leaving the hospital and there were a great deal of church 
politics. The verse “Not by might nor by power but by my spirit says the Lord”, 
came to me during this time. The bishop asked me to take over, and we really 
didn't get along, the bishop and I, at that point. I laid out my points to the bishop, 
for example that I have autonomy and be allowed to work freely, and eventually 
the bishop signed the [MOU] agreement.”  Hospital Director, Semi Urban, 
Protestant 
 
The forced restructuring of the relationship between church and hospital was a 
transformative solution that allowed a hospital on the brink of closure to set a new course. 
During this period, a neighboring mission hospital also offered a great deal of support to 
the new director relationally and financially. Between 2010 and 2015, the hospital 
increased inpatient volume from 43,000 to 66,500, doubled staff salaries, refurbished 
existing facilities, began construction on new facilities, increased charity care, and 
brought the hospital’s debt down considerably.  
 The second category of response was incremental, often externally mandated 
governance changes. This category of response took place in hospitals where direct 
confrontation of governance challenges did not necessarily take place, but a series of laws 




heightened regulatory scrutiny on foreign contributions allowed through the Foreign 
Contribution Regulation Act (FCRA) encouraged some mission hospitals to develop 
greater financial transparency and accounting practices, as well as strategic placement of 
board members, favoring local business, church, and medical leaders with a better grasp 
of local realities over foreign members who had previously held board positions.  
 The third category of response to poor governance was “non-response”. These 
were mission hospitals that were plagued by so many problems that they seemed unable 
to respond well to any challenge, including governance issues. Some of these hospitals 
found a way to continue on in the midst of challenges, revealing the capacity for negative 
forms of resilience. One key informant, a former consultant for struggling mission 
hospitals, reluctantly admitted that some places seemed beyond repair due to “general 
mismanagement”. He went on to describe two pervasive sources of poor governance: 
“The top administrator who pays themselves a lot and everyone else very little 
and think of themselves as a "big man" and make all decisions come through 
them. [And also] Bishops who take the hospital’s money.  When they start to see 
how the hospital can be a cash cow, they come in to take money for the church.” 
Retiree, Semi-urban, Protestant 
 
 Responses to poor governance in this study ranged from “transformative” in the 
case of the new terms negotiated with the local bishop, “adaptive” in the case of mission 
hospitals who made calculated adjustments to their governance structures based on the 
regulatory climate, and “negative resilience” in the case of hospitals that made no attempt 





Responses to the rise of corporate healthcare (Macro Financing, Service Delivery, and 
Human Resource challenges) 
  
 Challenges related to corporate healthcare impacted mission hospitals in a variety 
of ways. In some ways, corporate healthcare embodied the social changes that seemed to 
threaten the ethos of mission hospitals by, for example, paying doctors higher salaries 
and promoting more expensive forms of treatment. Corporate hospitals also posed direct 
competition for mission hospital patients, impacting mission hospitals financially by 
drawing patients away as well as increasing the pressure to expand the scope of service 
delivery and amenities in order to compete. In response to the “corporate” challenge, 
mission hospitals developed three types of response. 
 The first was direct engagement with corporate players. While the word 
"corporate" was often used pejoratively among mission hospital actors (e.g. “I’ve heard 
they’ve gone corporate”), some mission hospital actors, largely those in urban areas, 
chose to engage directly with corporate healthcare. The engagement took place through 
participation in health industry associations at the local, state, and national level or by 
temporarily working for corporate providers to learn about their methods and practice. 
The move towards corporate engagement was described as a “strategic” as some mission 
hospital leaders recognized that many corporate leaders hold positions of influence on 
national health policy. While no mission hospital leader would declare themselves 
"corporate", a few were willing to work openly and directly with their corporate 




to follow some corporate structure and practice, while retaining a different mission and 
set of values:   
“Both mission hospitals and industry need to assimilate and build on the 
strengths of the other.  Mission hospitals need to bring out the best of value; focus 
on relevance and significance.  We follow [the] same laws as corporate, but we 
have a much greater impact on social and religious level” Hospital Director, 
Urban, Protestant 
 
 The second response was the selective, and sometimes forced, learning from 
corporate healthcare. This strategy was the one most often employed among mission 
hospitals in the study. In this response, mission hospitals did not have direct engagement 
or partnership with corporate players but kept an active eye on changes within corporate 
healthcare, making selective choices about when, where, and how they should try to 
compete. In some cases, laws like CEA and quality requirements for National Board of 
Accredited Hospitals (NABH) certification forced changes on mission hospitals that 
mirrored corporate counterparts.  
“I don't see it [partnership with corporate] as possible. We can learn from them 
[corporate].  We can plan, learn professionalism, learn about patient 
communication... but I don't see us coming together.” Mission Hospital 
Association Administrator, Catholic 
 
“You want to have a corporate head and a mission heart.” Mission Hospital 
Administrator, Urban, Protestant 
 
“The answer here [mission hospital/corporate relationship] is really context-
specific, each hospital has to find a foot in their ecosystem. Mission Hospitals 
have to be relevant to corporate in look, service, and quality to earn enough 
through insurance companies.”  Retired Mission Hospital Association 




  The third response was active resistance to corporate culture and corporate 
influence on mission hospitals. This form of resistance existed mainly in the discourse 
about what mission hospitals are and ought to be. Some respondents were emphatic that 
while upgrades may be legally mandated, and some changes unavoidable, the soul of the 
mission hospital must not be co-opted by the corporate emphasis on money making, 
especially when revenue generation came at the patient’s expense. 
“We've been pushed to the corner and should have acted on this 20 years back. 
Mission Hospitals have been put into the bracket of corporate hospitals even 
though this is not the case!” Administrator, Semi-urban, Protestant 
 
“Now there is a need to unite for survival against corporate influence” Mission 
Hospital Association Administrator, Catholic 
 
This cartoon posted in one respondent’s office captures another version of this sentiment:  
 
 
 The response of working directly with corporate actors was an adaptive strategy, 
whereby some mission hospital leaders believed they can no longer absorb the influence 
of corporate actors, and instead choose to actively learn from and partner with the 




adaptive. Even while many respondents bemoaned the influence of corporate actors, the 
growth of corporate healthcare coalesced with a variety of factors such as changing social 
expectations and polices like CEA and NABH to produce incremental changes in mission 
hospitals’ upgraded employment practices, new medical equipment, and facility 
construction/remodel; all of which slowly changed the look, feel, and function of mission 
hospitals. It is interesting to note that of the 11 hospitals visited in this study, only two 
were not building new infrastructure or adding to existing facilities during the site visit. 
Among the remaining nine hospitals, four were currently building and five had just 
finished a new building or a remodeling project. Almost all new construction involved 
expanding facilities for secondary and tertiary care services, which seemed 
simultaneously justified by patients’ need for such services, along with the promise of 
enhanced revenues. The third response of resisting corporate culture was absorptive, 
advocating that upgrades and "modern" changes implemented in mission hospitals should 
not impinge on mission hospital identity as wholly distinct from “money driven” 
corporate providers.  
  
Responses to Expanding Public Health Services (Macro Service Delivery Challenge) 
 During the study period, government of India expanded public health 
infrastructure and the scope of services provided, as well as established a growing 
number of public insurance schemes, especially for citizens living below the poverty line 
(BPL).71 These forms of public health expansion generated three forms of response 




government health schemes. While mission hospitals had engaged with government in a 
variety of ways throughout their history, including providing services covered by 
government health insurance, becoming empaneled providers in India's recent surge of 
public health insurance schemes was a new strategy to offset the cost of care, especially 
for poor patients. The results of empanelment varied greatly among mission hospitals. In 
some places the use of government schemes worked well, allowing continued or 
expanded service provision for the poor without increased financial burden on the 
hospital. Due to the positive experience of empanelment, some mission hospital 
associations worked across their networks to encouragement empanelment. Among 
Catholic facilities, a large project was established to strengthen relationships with state 
governments. In this program, one representative from each state became the “expert” on 
state-level health schemes, then educated mission hospitals and clinics about ways to 
engage the state health schemes and help patients and community members apply for 
schemes.  
 In other places, however, empanelment was more difficult. At one rural hospital, 
80% of patients were covered by RSBY, however reimbursement for services was 
notoriously slow, causing the hospital to shoulder increasing debt. The hospital posted a 
large sign in the lobby stating the amount of RSBY reimbursement money owed to the 
hospital. One administrator explained that this number was made public so patients didn’t 
think the hospital was taking money from the scheme and to help patients understand that 
the hospital was providing services without immediate reimbursement, potentially even 





“As of now RSBY does not sufficiently cover the cost of overhead in private 
facilities, but it can cover mission hospital overhead. A place like Apollo also 
works with RSBY, but it is not their bread and butter. RSBY is our bread and 
butter. If it dropped off tomorrow it would be a major problem. RSBY is how we 
facilitate low-cost care as our rates match the government rates” Administrator, 
Rural, Protestant  
 
 The second response strategy was to engage in partnership with both state and 
national government on specific programs and projects. Multiple mission hospitals in the 
study had program-specific partnerships with government. One example included the 
construction of a large tertiary hospital in a north-eastern state, funded by the 
government, but run by two protestant mission hospital organizations: one that 
specialized in medical education; and the other, in rural healthcare delivery. Another 
example was a partnership between an urban mission hospital and the government to 
provide disability services such as prosthetic limbs and wheelchairs in a district 
immediately outside the city. In this project, the government provided, staffed, and 
funded the disability services, while the mission hospital provided administrative and 
managerial oversight.   
 The third response strategy was to co-exist alongside government without direct 
participation with publicly funded health schemes or projects. Some hospitals felt the 
costs related to meeting empanelment standards were too high, deciding instead to absorb 
the costs of care for the poor without the help of government funds. In other cases, 
mission hospitals adjusted their services to compliment government programs, while not 




“We encourage women to use the government scheme because they get 1200 
rupees. After this they come back to us.” Healthcare provider meeting, Catholic 
 
 The first response, empanelment with government health schemes, was an 
adaptive resilience strategy, as many mission hospitals felt that care for the poor without 
additional inflow of funds would exhaust their absorptive capacities. The second 
response, engaging in public-private partnerships, was an absorptive strategy that 
embodied renewed emphasis on pre-existing strategies with little impact on the existing 
function of the mission hospital. The third response, co-existing alongside government 
without direct engagement, was also an absorptive strategy, whereby hospitals choose to 
absorb financial and logistic challenges related to patient care, especially care for the 
poor, guiding patients towards government services when there were benefits to the 
patient the mission hospital could not provide.   
 
Capabilities  
 Because each mission hospital employed a range of responses to the challenges 
they faced in their unique context, it was more appropriate to consider the organizational 
capabilities of each mission hospital rather than the organizational capabilities exhibited 
in each individual response. Cognitive capacity is the system’s ability to have an 
awareness of a shock or chronic challenge, interpret the challenge, analyze and 
understand the challenge, and develop appropriate responses to the challenge.88,90 
Behavioral capacity is about agency; the ability of a system to respond to the recognized 




is the resources that can be drawn on (both hardware and software) to exercise both 
cognitive and behavioral capacities. 88,90 
 Table 14 shows the organizational capabilities demonstrated at each hospital 
level. Appendix D provides an expanded table with the rationale behind each ranking. 
For example, “Strong – 1” mission hospital demonstrated strong organizational 
capabilities in all three dimensions. Strong cognitive capability was evident through the 
hospital’s long track record of open debate about the problems it faced and the types of 
options available for response. This hospital had a clear sense of mission, even though the 
meaning of the hospital’s mission was constantly re-examined and interpreted in light of 
modern realities. The hospital’s strong behavioral capability was due to its robust agency.  






COGNITIVE BEHAVIORAL CONTEXTUAL 
STRONG - 1 STRONG STRONG STRONG 
STRONG - 2 STRONG STRONG STRONG 
STRONG - 3 MODERATE STRONG STRONG 
STRONG - 4 STRONG STRONG STRONG 
STRONG - 5 STRONG STRONG STRONG 
RECOVERING - 1 STRONG STRONG STRONG 
RECOVERING - 2 MODERATE MODERATE  MODERATE  
RECOVERING - 3 MODERATE MODERATE  MODERATE  
DECLINING - 1 MODERATE MODERATE  WEAK 
WEAK - 1 MODERATE WEAK WEAK 
WEAK - 2 MODERATE WEAK WEAK  
KEY 
WEAK: This capability only exists in small ways; not consistent or robust  
MODERATE: This capability exists, but with limitations 




While this hospital worked with churches across Protestant denominations, it was not 
under administrative control of a single church entity. Strong contextual capability was 
evident in the hospital’s ability to consistently deploy hardware/software resources to 
respond to challenges. The hospital leaned heavily on software resources such as strong 
management skills and strong systems and processes to navigate divides and build 
consensus when faced with challenges that caused intense internal debate.   
As the table displays, hospitals coded as “strong” during the sampling phase of 
the study exhibited a majority of strong capabilities across all three domains. Recovering 
hospitals had more moderate rankings, with the exception of one recovering hospital that 
exhibited strong capabilities across all three dimensions. This hospital remained in the 
“recovering” category because the turn-around at the hospital was quite recent and it 
remained to be seen if the capabilities would become embedded in the hospital long term. 
Declining and weak hospitals had at least one capability that was weak, with weak 
hospitals having two of the three capabilities coded as weak. The most predictive 
capability of hospital strength was “contextual capability”, which, according to EDR 
theory, underpins the ability to deploy cognitive and behavioral capacities.  
 
Discussion   
 
Resilience Responses and Organizational Capabilities: Implications for Everyday 
Resilience   
 The use of the EDR framework in this study allowed for careful consideration of 




responses. While “transformation” may seem like the most compelling resilience strategy 
to explore, the gold standard of everyday resilience is not transformation.90 There are 
indeed times when transformation is required, but in this study, the majority of responses 
to challenges were either absorptive or adaptive, supporting Barasa et al.’s claim that 
everyday resilience is an emergent property of complex adaptive systems characterized 
by “a combination of absorptive, adaptive, and transformative strategies, [which are ] 
underpinned by a set of cognitive, behavioral, and contextual capabilities”.88 For 
example, in the case of whether or not to become empaneled providers of government 
health schemes, one strong rural hospital decided not to become empaneled, choosing 
instead to absorb the increased costs of care for the poor. This decision was based on 
strong capabilities in all three dimensions. Their strong cognitive capacity allowed them 
to fully understand their identity, values, and capacity, recognizing that present and future 
empanelment requirements would force them to take on expenses and obligations to 
which they were not well suited. Their strong behavioral capability meant they had 
agency to make and enact their decision, without undue interference from outside forces. 
Their strong contextual capacity meant that they were able to deploy appropriate 
hardware and software resources to follow through on their decision not to become 
empaneled, while continuing to deliver quality care for the poor.  
 It is also important to note that mere “survival” does not indicate resilience. One 
critique of resilience is that it is “still too often presented as an objective (an outcome) 
that should be aimed at, with no recognition that resilience is in fact a neutral 




work of Amartya Sen to point out that households and communities may strengthen their 
“resilience” but only at the detriment of their own wellbeing, which is called “adaptive 
preference”.89 In the words of Amartya Sen, adaptive preference is when, “deprived 
people tend to come to terms with their deprivation because of the sheer necessity of 
survival, and they may, as a result lack the courage to demand any radical change, and 
may even adjust their desires and expectations to what they unambitiously see as 
feasible”.113 
 Responding to this critique, Gilson and colleagues state that everyday resilience 
behaviors are only a net positive in light of capacity to continue to deliver good quality 
services.102 Resilience responses that do not fulfill this definition are better understood as 
adaptive preference or “negative resilience”.  For example, in both of the “weak” 
hospitals included in this study, lack of attention to core governance challenges 
undermined responses to other pressing challenges and impeded the hospitals’ ability to 
healthily continue or increase their delivery of quality healthcare. The fact that they 
remained “open” and “functioning” did not mean that they embodied the characteristics 
of everyday resilience. By examining the organizational capabilities of these institutions, 
the etiology of negative resilience became clearer. Both of these “weak” hospitals had 
moderate cognitive capacity, meaning they had some ability to understand the nature and 
source of the challenges they faced, although in both cases, they failed to recognize the 
gravity of their governance challenges. In both hospitals, weak behavioral capability was 
underscored by challenging relationships with affiliated church leaders and autocratic 




institution to autonomously develop and deploy responses to challenges. Both hospitals 
were similarly hampered by weak contextual capability due to heavily constrained 
software and hardware resources. Software features in these institutions were constrained 
by unhealthy relationships both internally and externally, hierarchical management styles, 
and leaders who were stretched too thin to respond well to challenges or empower others. 
In the case of one of the hospitals, in the months following the site visit, the removal of 
the hospital director lead to the hospital’s immediate closure.  
 
The critical role of contextual capacity  
 The analysis of organizational capabilities highlights the critical and enabling role 
of contextual capacity, which “brews the conditions for resilience”, and is the “conduit of 
relationships, processes and intangible assets”.91 Beyond the definition of contextual 
capacity within EDR literature,88 Lengnick-Hall et al. say that there are four essential 
conditions to contextual capability.91 The first is psychological safety. This condition 
creates an environment where it is “safe” to ask questions, challenge assumptions, get 
help, and work with others to solve problems. The second condition is deep social capital 
in which respectful interactions and the exchange of knowledge and ideas within an 
organization creates long-term partnerships and strong networks. The third is diffuse 
power and accountability throughout the organization. The fourth dimension is access to 
a broad resource network where social capital extends beyond the organization, fostering 
relationships and networks in the external environment.  




behind cognitive and behavioral capacity. In ranking mission hospital capabilities (Table 
14), contextual capability consistently mapped onto the hospital’s previous ranking as 
strong, recovering, declining, or weak, and helped explain how cognitive and behavioral 
capabilities were or were not effectively deployed. In one “declining” hospital, for 
example, moderate ability to understand pressing challenges and develop response 
strategies (cognitive) and moderate levels of agency to deploy these strategies 
(behavioral) were impeded by scarcity of hardware, software, and other weak contextual 
features such as access to a broad resource network and deep social capital. Another 
hospital in the study considered “recovering” also had moderate cognitive and behavioral 
capabilities. Yet, this hospital’s moderate contextual capacity enabled the mission 
hospital to use its internal and external resource network to deploy responses to 
challenges and support ongoing improvements in the hospital despite the difficulty of 
reviving a mission hospital in a dense urban setting (e.g. fierce corporate competition for 
patients and human resources). In these two examples, the mission hospital’s context – or 
contextual capability – was strongly predictive of its “declining” or “recovering” status.  
 In contrast, most “strong” hospitals in this study had strong rankings for all three 
capabilities, including contextual capability. Like respondents in other hospitals, 
respondents in strong hospitals often described their challenges in somewhat dire terms 
and expressed genuine concerns about the future. However, these concerns and honest 
critiques of mission hospitals were often expressed with more clarity and confidence, 
indicating higher levels of psychological safety. In strong hospitals, high quality leaders 




and deploy responses to challenges within their own departments. These hospitals 
fostered deep social capital within the organization through a variety of community-
building efforts like campus housing, chapel services, shared liturgy, communal 
celebrations, and open forums for discourse and debate (discussed further in Chapter 5). 
These hospitals also connected well with external resource networks, most notably 
utilizing connections and resources available throughout the larger mission hospital 
network. It is true that these hospitals also tended to have sufficient hardware (e.g. money 
and people), but none of the respondents from “strong” hospitals reported an excess of 
hardware resources; instead, they expressed the same concerns as other respondents about 
current and future resource scarcity.  
 “Strong” mission hospitals in this study were located across a variety of settings: 
urban, semi-urban, semi-rural, and rural. Some were affiliated with distinct church 
bodies, while others had always been independent of the church. Some were in North 
India; others, in South India. Some provided primary and secondary care, while others 
offered tertiary and even quaternary care. The distinguishing feature of “strong mission” 
hospitals in this study lay in strong contextual capacity that enabled the full use of 
cognitive and behavioral capacities, which in turn steered these hospitals towards 
appropriate, everyday resilience responses to counter pressing challenges facing the 
mission hospital.  
 
Is “quality” healthcare delivery the correct benchmark of Everyday Resilience?  




benchmark of sustained or increased quality healthcare delivery as the marker of EDR 
was a challenging component of its application in this analysis. It is important to note that 
this study was not designed as an EDR study, therefore data on the scale and quality of 
healthcare delivery at each mission hospital were not equally captured. During each site 
visit, requests were made for organizational data, including health delivery data, however 
mission hospitals had varying forms of data available. Even if comprehensive data were 
available on the volume of care delivered at mission hospitals, determining “quality” was 
an even greater challenge, as the benchmarks and definitions of “quality” vary widely.  
While subjective observations were made during hospital visits, and organizational data 
used as much as possible, it was impossible to objectively determine the relationship 
between resilience responses, organizational capabilities, and trends in the delivery of 
quality healthcare among mission hospitals in this study. In many health system 
frameworks, inputs such as governance, information, financing, and human resources 
work together towards intermediate and long-term goals that create strong health systems. 
For example, the well-known WHO model (Figure 7)93 includes quality delivery of 
healthcare as an intermediate goal alongside access, coverage, and safety. These 
intermediate goals in turn help create the conditions for the overall goals of improved 
population health, responsiveness, social and financial protection, and improved 
efficiency. To elevate the delivery of “quality” healthcare as the premiere marker of 
everyday resilience potentially overlooks other critical goals of health system function. 
This is not to say that quality healthcare delivery should not be considered, but rather that 




include other             
health system 
goals as well as 
suggesting ways 




data is an 
everyday reality. 
For future studies with FBHPs – or Indian mission hospitals specifically – I recommend 
measuring “access” (e.g. did the community surrounding the hospital have access to care) 
and “responsiveness” (e.g. did the mission hospital continue to provide services that 
accurately reflected the health needs of the local population) as “meeting the need” is one 
of the primary drivers of what respondents meant by “mission” (discussed further in 
Chapter 5).  
 
What does this analysis tell us about strengthening Mission Hospitals towards 
Everyday Resilience? 
 This study emphasized the importance of understanding and utilizing all three 
organizational capabilities, especially contextual capability, to foster everyday resilience. 
When faced with a challenge, mission hospital actors must first ask themselves if they 
Source: World Health Organization. Everybody’s business: strengthening health systems to improve health outcomes : 
WHO’s frmaework for action. Geneva: World Health Organization; 2007. 




fully understand the nature of the problems the hospital faces, whether the source of 
problem is internal, external, or a combination, and how the problem interacts with the 
purpose, core values, and future vision of the hospital. The answers to these questions 
should guide the development of appropriate, context-specific response strategies. 
Second, the mission hospital must consider the extent of its own agency to deploy the 
appropriate strategy(ies) with creativity, discipline, and resourcefulness. Does the 
hospital need consent and/or participation of external governing bodies, such as church 
leadership? Are there other stakeholders internally or beyond the church that might be 
involved in enacting the response? Are these stakeholders capable of participating in the 
response plan, or are governance issues impeding the ability of the mission hospital to 
effectively deploy responses to key challenges?  
 Throughout the process of understanding the problem, developing and deploying 
appropriate strategies (cognitive and behavioral capabilities), the mission hospital must 
make judicious assessment and use of system hardware, like human resources, finances, 
technologies; and system software, such as relationships, networks, and social capital; as 
well as enabling a safe environment for questions to be asked, assumptions to be 
challenged, and relationships to be developed within the hospital and externally 
(contextual capability). The healthy exercise of these three organizational capabilities 
will lead a mission hospital to respond to everyday challenges through a variety of 
strategies: absorptive, adaptive, and at times, transformative. Regardless of the response 
strategy, mission hospitals must keep a critical eye on the outcome of their response. 




response allow for continued or increased delivery of quality healthcare to the people the 
hospital hopes to serve? What about other outcomes like access, health coverage, or 
safety? How did the mission hospital’s response strategy engage with long-term goals 
like responsiveness, social and financial risk protection, improved efficiency, and 
improved population health? While it is impossible for each response to improve metrics 
in all of these categories, everyday resilience cannot be determined without careful 
attention to the outcomes of responses to stress and shock, and the impacts on patient and 
community wellbeing.  
 
Conclusion 
 This chapter uses the EDR framework to explore responses employed by Indian 
mission hospitals to a wide array of challenges. The EDR framework appropriately builds 
on previous resilience literature in the domains of development89 and organizational 
theory,91 and addresses some of the criticisms of previous resilience frameworks that 
overlook aspects of political economy, agency, power, and contextual capability.87  
 This study expands on previous EDR analysis by ranking organizational 
capabilities as strong, moderate, or weak as well as further combining definitions of 
cognitive, behavioral, and contextual capabilities from health system and organizational 
theory literature. This study also builds on the EDR framework by testing its use outside 
the public sector and outside the African context, where it has been largely used to 
date.102 By demonstrating the utility of the EDR framework for health system analysis of 




highlights ways the EDR framework can be deployed in diverse contexts, and suggests 
ways that the EDR framework might be improved for greater application in real-world 
settings.  
 The hospitals in this study are mission hospitals; therefore, the responses 
described in this chapter are also connected to religious values, practices, and beliefs. As 
this study is not a comparative study, it is not possible to make explicit claims about the 
“uniqueness” of mission hospital responses to challenges compared to corporate or public 
health facilities. Other researchers exploring the work of faith-based health providers 
have cautioned against assigning “special” qualities to faith-based vs. secular healthcare 
organizations without adequate evidence. 114 However, it is important to explore the ways 
that religious beliefs, practices, values, and relationships shape the way faith-based health 
providers understand themselves, and their present and future role in the world. As such, 
Chapter 5 will explore how religion influences mission hospital adaptations in specific 









 Thorough analysis of everyday resilience within mission hospitals requires close 
examination of the ways that religious values, practices, and relationships shape 
interpretations of challenges and inform responses to those challenges. Within secular 
global public health discourse and more specifically, health system analysis, it is 
uncommon to carefully consider the nature of religion and faith among faith-based health 
providers (FBHPs) and those who work in faith-based health organizations. Yet such 
considerations are essential to better understand religious health institutions, their ability 
to carry on in spite of challenges, and their contributions to health systems goals.   
 Chapter 1 described historic intermingling between secular and faith-based actors 
in the global arena, particularly in the Alma-Ata era and in response to the HIV/AIDS 
crisis. More recently, global public health leadership within the World Health 
Organization (WHO), United Nations (UN), and World Bank have made public 
statements about the need to further engage faith-based health providers in order to 
achieve global aspirations for health like the elimination of extreme poverty and the 
Sustainable Development Goals (SDGs).14,16,19 Speaking at a July 2015 conference on 
religion and sustainable development in Washington, DC, World Bank president, Dr. Jim 
Kim said: 
“Faith- based organizations and religious communities are often doing the 




vulnerable, delivering essential services and alleviating suffering. We are looking 
to expand the World Bank Group’s partnerships with faith inspired organizations 
toward reaching our shared goal to end extreme poverty within a generation.”19  
 Many attendees of the 2015 conference were well-versed in the challenges of 
cooperation between secular and religious institutions, and developed three criteria for 
the type of enhanced intersectoral partnership Dr. Kim described. First, religious literacy 
among development actors and development literacy for faith-based actors should be 
increased. Broad labels like “faith-based”, “faith inspired”, or “secular”, they argued, 
were not sufficient for genuine relationships. Instead, they highlighted the need to 
become literate in the language of the other.19 Within this project, for example, it is 
important to understand what respondents mean by “mission”; is it merely a part of the 
label applied to Christian hospitals (e.g. Mission Hospital)? Or, does it mean something 
more? Does it have different meaning to different groups of Christians? How do these 
meanings impact resilience responses?  
 Second, the conference attendees emphasized the pressing need to expand and 
disseminate the evidence base for the outcomes of religious work in development.19 Dr. 
Jill Olivier, one of the world’s leading experts on faith-based health providers and the 
director of the International Religious Health Assets Program (described in Chapter 1), 
highlights the way that too often there is uncritical advocacy of FBPHs without evidence 
that can withstand fair-minded scrutiny.114 While this project does not provide evidence 
of “outcomes” of mission hospital work, it does explore ways that mission hospitals, 




health services throughout India despite challenging circumstances. The present chapter 
also points towards areas for future evidence building, like, for example, the impact of 
Catholic Community Health Enablers, who, inspired by their meditation on the healing 
work of Christ, transformed the way they engaged in community health (discussed 
further below).  
 The third recommendation from the conference was that the wisdom of religion 
had to be considered for the ways in which it underscores development goals for human 
health, peace, and freedom.19 In the spirit of this recommendation, the present chapter 
considers the interactions between religion and the features of everyday resilience. For 
example, how does Christian teaching about suffering come to bear on the way mission 
hospitals experience their own struggles and the struggles of their patients? Do sacred 
texts and spiritual practices generate particular capabilities that can, in turn, foster greater 
forms of everyday resilience?  These questions, among others, are at the root of the 
analysis in the present chapter.  
  
Methods 
 Throughout the chapter, the terms religion and faith, and spirituality, are used. 
These terms have many contested definitions, but for the purposes of this project, the use 
of the term “religion” adheres to the definition of religious tradition by medical 
anthropologist and religious studies scholar, Linda Barnes:  
“Religious traditions are expressions of faith in, and reverence for, specific 




relationship to, this ultimate reality.”115 
Building on this definition, Barnes and her long-time collaborator and anthropologist of 
religion Lance Laird add, “Religious traditions provide their adherents with both 
explanatory model ‘of’ the world (how it is) and visionary models ‘for’ the world (how it 
ought to be).”116 Importantly, Barnes’ definition of religious traditions incorporates the 
role of faith. Likewise, in this chapter, the use of the terms religion or religious beliefs 
also embody the implicit inclusion of faith. Barnes goes on to describe spirituality as: 
“A way of talking about the inner dimension of any of the aspects of the different 
religious traditions. It refers to the more private, internal, and individualistic 
aspects of religious experience. Rather than being separate from religious 
traditions, spirituality often refers to the personal experience of practices taken 
from specific religious traditions … Both religious traditions and spirituality 
address questions of meaning and existential issues, as these relate to illness, 
health, healing, and death”115 
As these terms overlap in many ways, I lean on Peteet and Balboni’s guidance that it is 
less important whether researchers classify something as “spiritual” or “religious”, and 
far more important to “identify specific beliefs, practices, and relationships that constitute 
a person’s religion/spirituality”.117 
 Several Everyday Resilience (EDR) terms introduced in Chapters 3 and 4 are used 
again in this chapter. Briefly, “shocks” are sudden, acute changes, while “stress” refers to 
chronic challenges. Figure 8 displays the definitions and relationships between the three 
















“The system’s ability to have an awareness 
(notice or detect) of a shock or chronic 
challenge, interpret the challenge (sense 
making), analyze and understand the 
challenge and develop appropriate 
responses to the challenge”
4,5
BEHAVIORAL CAPACITY
“[This is] about agency.  It is the ability of a 
system to respond to the recognized shock 




“The resources (e.g. Hardware and 
Software)  that can be drawn by the system 




“Absorptive strategies seek to neutralize 
low intensity or transient challenges, and 
return the system to




“Adaptive strategies are used when 
challenges are of a higher intensity and are 
likely to exhaust the system’s absorptive 
strategy; resilient organizations respond
by making limited adjustments (adapting) 
in order to continue to function”
2, 3
TRANSFORMATIVE CAPACITY
“Transformative strategies: when shocks to 
the system are greater and persist, they 
may require the system to transform into 
an entirely new state through significant 
functional and structural changes.”
2, 3
Everyday Resilience Framework 
1. Béné C. Towards a quantifiable measure of resilience. Brighton: Institute of Development Studies; 2013
2. Béné C, Godfrey Wood R, Newsham A, Davies M. Resilience new utopia or new tyranny?; reflection about the potentials and limits of the concept of resilience in relation to vulnerability reduction  
programmes. Brighton: Institute of Development Studies 2012. 
3. RESYST. What is everyday health system resilience and how might it be nurtured? resyst.lshtm.ac.uk; 2016
4. Barasa EW, Cloete K, Gilson L. From bouncing back, to nurturing emergence: reframing the concept of resilience in health systems strengthening. Health Policy Plan 2017;32(suppl_3):iii91–4. 









































organizational capabilities that underlie resilience responses (cognitive, behavioral, and 
contextual).82,88–90,118   
  To focus the analysis, I examined the role of religion in relationship to a subset of 
top challenges described in Chapter 3 and response strategies described in Chapter 4. The 
goal of the analysis was to look “under the hood” and investigate the role of religious 
values, practices, and relationships with challenges coded as shock or stress, and response 
strategies coded as absorptive, adaptive, or transformative. Due to the complex nature of 
the interactions described in this paper, the results section includes elements of 
discussion, including consideration of the way religion interacts with the capabilities that 
undergird resilience. In the formal discussion section, I describe the way my findings 
relate to existing knowledge about mission hospitals, the implications for mission 
hospitals, and the study’s contribution to the EDR framework.  
 
Results, Part I: Challenges and Responses through the Lens of Religion  
 
 In each of the following sections I describe the way that religion shapes the 
discourse around challenges and responses; providing a lens through which challenges 
and responses were understood. 
 
Political Transition and the Rise of Nationalism (Social and Political Challenge)  
Understanding the challenge 




the country, most notably in 2014 as the Bharatiya Janata Party (BJP) took over central 
government leadership from the Congress Party, a centrist-left party that had dominated 
the Indian political landscape since Independence. The rise of the BJP also elevated 
Hindu nationalist groups, notably the Rashtriya Swayamsevak Sangh (RSS), meaning 
National Volunteer or Patriotic Organization. The RSS was founded in 1925 to help unite 
Hindu groups and re-frame India as a Hindu nation.119 These aspirations have energized 
generations of RSS members, and, at times, have spurred off shoots of the group to use 
violence aimed at minority religious groups. While the BJP party and the RSS are by no 
means “new” groups in India, their surging dominance on the social and political stage 
initially acted as a shock to minority religious groups, including Christians and Christian 
mission hospitals. As the influence of these groups continued to unfold across the country 
via state-level elections, the shock turned into a form of chronic stress.  
 This challenge threatened the religious identity of Mission hospitals as the 
hospitals operate as public symbols of Christianity. The prevailing perception among 
respondents was that threats to Christianity were threats to mission hospitals, and vice 
versa. Although Christianity is a dominant world religion, with particular force in the 
West and a complicated (and often complicit) role in colonial governments, the 
experience of Christians living in countries with minority Christian populations often 
bears more similarity with the ancient Christian church, which endured various forms 
persecution. In this way, mission hospital respondents not only interpreted the growth of 
Hindu nationalism as a social and political reality, but as a spiritual reality that recalled 




epistles (letters) written to encourage small groups of Christians scattered throughout the 
Mediterranean (e.g. 2 Corinthians 6:4-7). Some respondents described communal 
antagonism towards Christians as deeply painful and destabilizing. Illustrating this 
vulnerability, a number of respondents requested that they not be quoted or referenced in 
any way regarding these topics and many also requested that I stop taking notes during 
that portion of the interview.  
 Other respondents expressed a sense of increased determination to hold fast to 
their faith — including expressions of faith through mission hospital work — and find a 
way forward in the evolving milieu of Indian society. One respondent summarized her 
steadfastness this way:  
 “I believe in the sun, even in darkness. I believe in morning. We must not shrink 
 back from struggle.” Mission Hospital Association Administrator, Catholic 
 
In contrast, one respondent who worked in a mission hospital that had recently been in 
the epi-center of sectarian violence, seemed frustrated by the conflation of mission 
hospitals and Christianity: 
“Mission hospital is a way of working. An expression of healing ministry. Mission 
hospitals are just a 300-year-old expression; they are not the kingdom of God. So 
I don't get too worried that God will fall down if mission hospitals close… we 
have made a fetish of mission hospitals. Mission hospitals have become the 
mission.” Physician, Rural, Protestant  
 
Sample Response – Leaning on Minority Legal Status (Absorptive) 
 One absorptive response to this challenge was to lean on minority protections 
enshrined in India’s constitution. Amidst several articles addressing provisions for 




administer educational institutions.120  This constitutional article provided fuel for 
Christian medical schools (connected with mission hospitals) to fight against laws that 
would change their medical school admission processes, particularly the administration 
of their own entrance exams and interview questions about faith and service 
commitments (described in Chapter 3).  This response was further fueled by the desire to 
protect the practice of Christian medical training that included spiritual formation, 
Christian values, and service commitment. Changing the admission process of Christian 
medical schools potentially undercut the ability of the schools to train future healthcare 
professionals inclusive of a Christian perspective, which could weaken the overall 
workforce available to work in mission hospitals, which, in turn, could ultimately weaken 
the whole mission hospital network.   
 Amidst the strong display of external unity between Catholic and Protestant 
medical schools and widespread support among respondents for the legal battles to 
protect medical school admission policies, some respondents also shared internal 
criticisms of the current admissions practices. Some said that the hoops students go 
through to get into a Christian medical school creates perverse incentives for church 
attendance and other forms of “visible” Christianity. These respondents suggested that 
many “Christian” students are only paying lip-service to the ideals of mission hospitals, 
and that after they complete their service requirements, are quick to join the private 
sector, move overseas, or seek enrichment in other ways. These comments illustrate the 
way in which the battles over “Christian identity” are being fought both in the public 




Clinical Establishment Act (Macro Governance Challenge)  
Understanding the challenge 
 Against the backdrop of rising nationalism and sectarian violence, it is reasonable 
to see why many mission hospital respondents understood the Clinical Establishment Act 
(CEA) not only as a shock to the system, but also as a law meant to intentionally shut 
down Christian mission hospitals and clinics that could not keep up with new standards. 
Within mission hospitals, there was great debate about the nature of “persecution” with a 
law like CEA. In one meeting, when the topic of CEA arose, one respondent bluntly 
stated, “The government wants to stop the work of Christians”, while another respondent 
connected to the meeting countered: 
“The Clinical Establishment Act; we say that it’s meant to destroy us, but the 
government is for quality. It’s [CEA] meant to deal with quacks, which is the 
responsibility of the government…there will be corruption and hidden agendas, 
but many efforts of the government help make us stronger and more transparent.” 
Mission Hospital Administrator, Catholic 
 
Whether or not the law was intended to negatively impact Christian groups, the effect of 
the law was that many mission hospital clinics did shut down, sometimes overnight. 
These closures deeply impacted the sense of Christian identity and vocation among some 
respondents, especially those working at smaller clinics and rural mission hospital 
operations. The CEA fundamentally challenged the cherished “idea” of the lone nun-
nurse working with great courage, persistence, and love in rural communities that have 
little or no access to healthcare. If this is how she understood her vocation — her 
obedience to Christ — it made sense that her whole sense of identity and purpose were 




impacting an individual sense of religious identity, the law greatly limited the work of 
mission hospital networks in rural areas, often in places where there were no other 
medical options for patients. As one sister said, “There is nothing but us, not for over 200 
kilometers”. The CEA’s impact on vocational practice and care for the poor reverberated 
throughout the mission hospital network and caused many serious discussions among 
leadership about how mission hospital groups could respond, particularly those whose 
form of practice was no longer “legal”.    
 
Sample Response 1: Shut down (Non-Resilience)  
 While specific numbers were difficult to track down, multiple respondents used 
words like “many” or “most” to describe the shut-down of mission clinics in some states 
after the law was passed in 2010, particularly Catholic clinics run by nun-nurses. These 
shut downs demonstrated a lack of resilience to shocks. But these clinic closures were not 
simply the loss of healthcare delivery sites; they were grieved as deaths in the family, 
losses felt at the deepest personal, spiritual levels. In the wake of grief, it is 
understandable why some felt like victims of the CEA, as it took away not just 
livelihoods, but a sense of embodied Christianity. These sentiments were not expressed in 
words as much as in the tone of conversations about CEA, the looks in respondents’ eyes, 
and, at times, heavy silence. While anger or grief-stricken responses are understandable, 
to a degree, the lack of resilience to the CEA implicated the mission clinics in their own 
demise, spurring network wide reflection of how to build a new way of serving the health 





Sample Response 2: Hub and Spoke Model (Transformative)  
 In the wake of shock and grief over clinic closures, two transformative resilience 
strategies emerged.  The first strategy mobilized branches of the Christian mission 
hospital family — both Protestant and Catholic — to protect the “work” in regions hit 
hard by the CEA. They developed a hub and spoke model that allowed Catholic clinics to 
operate under the legal oversight of a tertiary Protestant hospital (described in Chapter 4). 
This model was not only transformative; it was also innovative for the way it positioned 
Catholics under Protestant oversight — a paradoxical twist on the difficult historic 
relationship between these groups in other parts of the world. This response was made 
possible through personal relationships between mission hospital leaders who shared a 
sense of alarm at the dramatic losses incurred due to the CEA and a shared commitment 
to the continuation of mission hospital work as an extension of Christian service, even in 
places where it was growing more difficult to operate.  
 
Sample Response 3: Retraining Sister Nuns and Community Health Enablers 
(Transformative) 
 The second transformative response fundamentally changed the role of the nun 
with basic nursing training into that of “Community Health Enabler”. Although the vision 
for this transformation was guided by Catholic leadership, and bears resemblance to 
India’s well-known ASHA workforce, the nuns were each encouraged to meditate on 




place at various levels of Catholic health work, which allowed a collective loosening of 
the grip on previous ways of practicing healthcare and created space for new ways of 
thinking, practicing, and embodying vocation in the “Spirit of Christ”.112 Instead of 
framing this strategy as a response to the CEA, this radical transformation was framed in 
terms of faithfulness to Christ and to His call on their lives.  
 One of the notable strategies of the Community Health Enabler program was the 
embrace of Ayurvedic medicine and a selection of traditional Indian health practices such 
as acupuncture, acupressure, yoga, meditation, sujok, reflexology, massage, and Reiki. 
The embrace of homeopathic medicine was quite bold in light of some respondent’s 
views that any move towards traditional Indian medicine was a threatening conduit of 
Hindu spirituality. In response to these views, one respondent said:  
“I hesitate to be threatened by any kind of, uh...small interpretations of these 
exercises. If a  particular exercise helps me, it is good. God has given the wisdom 
and knowledge to develop that particular technique--let's use it.” Chaplain, Semi-
Urban, Protestant 
 
Poor Mission Hospital Governance (Meso Governance Challenge)  
Understanding the challenge 
 Poor governance, accentuated by internal corruption, was a long-term, chronic 
stress facing mission hospitals across the network. It was also a topic of great reflection 
and critique among respondents when asked to describe some of the greatest challenges 
facing mission hospitals today. At the heart of this challenge was a sense of frustration 
over fractured relationships between the hospital and church and anger about selfish 




stories about Bishops, church or hospital leaders, or clinical staff taking money and 
resources for themselves, or selling off hospital assets to enrich the church, there was a 
palpable sense of anger and frustration. One respondent said:  
“Most Church-managed [hospitals] run into trouble. Missionaries were good at 
buying real estate. This poses temptation for the church today [to sell the land for 
profit] … Sometimes I think the church has vested interest in shutting hospitals 
down.” Doctor, Rural, Protestant  
 
In addition to the way poor governance and corrupt behavior disheartened the internal 
mission hospital network, respondents recognized the ways that this particular challenge 
hurt the “witness” of Christian institutions across the country. Describing the value of 
integrity with mission hospital resources, one respondent said:  
“It's about building trust with a community.  Everyone is driven by something; if 
it's not money that motivates you, people want to know what it is that motivates 
you.  Mission Hospital should be a place that point people to something higher” 
Doctor, Semi-Urban, Protestant  
 
Sample Response: Creating New Relationships between the Hospital and the Church 
(Transformative) 
 One response to poor governance between hospital and church was to 
fundamentally transform the relationship, a process exhibited clearly in one mission 
hospital in the study. When describing the story of transformation, the director of the 
hospital shared that he was nearly ready to leave the hospital out of frustration at the 
church and the slow decline of the hospital. But, he said, a particular Bible verse inspired 
him to act, “Not by might, nor by power, but by my Spirit, says the Lord of Hosts” 




forced the local Bishop to sign a legal document fundamentally re-framing the Church’s 
relationship to one of oversight, but not direct involvement in the hospital’s function or 
cash-flow. In the years following this new arrangement, the hospital became completely 
revitalized and was mentioned in many interviews as an example of a “strong recovering 
hospital”.  
Photo above the doctor’s desk:  
 
 In this case, the doctor was emboldened by Christian scripture, as well as the 
support of neighboring mission hospital leaders who pledged support for him throughout 






Rise of corporate healthcare (Macro Financing, Service Delivery, and Human 
Resource challenges)  
Understanding the challenge 
 In the 1990s, the boom of corporate healthcare in India initially operated as a 
shock to mission hospitals. In the years since, the “shock” turned into a chronic stress, 
although the growth of corporate providers in outlying, rural areas continued to shock 
mission hospitals who were used to operating without competition. Corporate providers 
threatened two aspects of religious identity among mission hospitals. The first was when 
corporate providers were heralded by the press or government officials as the purveyors 
of “quality” care, and in some cases, “charitable” care (for example through corporate 
social responsibility funds, described in Chapter 3). This was particularly upsetting to 
mission hospital respondents, as they historically viewed mission hospitals as upholders 
of both quality and compassion, and because many witnessed first-hand corrupt actions 
of many corporate providers in the form of price gouging, over-treatment, and blatant 
mismanagement.121 The second threat was the way that corporates attract paying patients 
and skilled staff away from mission hospitals, creating cash flow and human resource 
shortages, which in turn hampered mission hospitals’ ability to maintain free or charitable 
care, a key part of what they understand to be their “mission”.  
“Our role is clear: Service to the poor who can't afford it. Ten percent of the 
population goes into poverty because of healthcare. Sixty percent of a poor man's 
money goes to healthcare.”  Healthcare Provider Meeting, Catholic 
 
“Mission Hospitals ought to be unique. They should bring good news to the poor. 





“In India we're moving from healthcare to healthcare industry to health industry. 
Care is missing! We need to stick to Compassionate Care, it is the hallmark of our 
work” Mission Hospital Association Administrator, Protestant 
 
 The growth of corporate healthcare caused mission hospitals to actively grapple 
with how to develop and deliver quality healthcare services and pursue upgrades in ways 
that were similar enough to corporates to keep “paying patients,” but distinct enough to 
protect the “soul” of the mission hospital. And what about the “mission” to care for the 
poor? How can the poor be cared for if there is no money to do so? Historically, many 
mission hospitals enjoyed healthy funding streams from foreign churches or governments 
(for example, the United States Agency for International Development), but by the time 
of this study, much of these funds (and even relationships with foreign churches) had 
dried up,6 leaving mission hospitals to face the market forces of corporate healthcare on 
their own – as well as the resulting crisis of identity.  
 Mission Hospitals should be committed to holistic transformation. This is more 
than running a hospital at low cost, more than being technically sound.” Retired 
Mission Hospital Administrator, Protestant 
 
“I wonder, should we do tertiary care, or go back to primary care and partner 
with NGOs? Our biggest contribution was touch. We don't need machines for 
that. We need to go to the areas that nobody wants, and focus on public health 
priorities. But this would require an identity change.  We don't have to stop 
tertiary care, we could just focus more on primary care.” 
Physician/Administrator, Semi-Urban, Protestant 
 
																																																								
6 During facility tours, for example, I saw several plaques and signs that said “USAID – A gift from 
the American People”. When I asked about these funds – typically disbursed through the ASHA grant 
program – respondents said that USAID was no longer giving grants like this to their hospitals, or was 
giving grants in much smaller amounts. Other respondents bemoaned the increasingly narrow scope of 
donor funding, short grant windows, and the ongoing paperwork and reporting requirements. Many 
respondents also described the way foreign churches used to send financial and human support, but 




Sample Response: Selective/Forced learning (Adaptive) 
 Despite the ideological conflicts that many mission hospital respondents feel 
towards corporate actors, policy changes like the CEA and quality certifications like the 
National Accreditation Board for Hospitals (NABH) forced mission hospitals to adopt 
new standards, practices, and procedures that mirrored those in corporate healthcare 
settings. The adaptation to these changes altered several practices used by mission 
hospitals to save money and keep costs low for poor patients. For example, as a means of 
good financial stewardship, one mission hospital had a long-running “glove re-use” 
policy in which they would sterilize and re-use rubber gloves until they were no longer 
usable. Doctors would also try to only use gloves for procedures and only on one hand, if 
possible. When this hospital prepared for their NABH inspection, they realized that this 
policy would have to change, dramatically increasing the number of gloves the hospital 
needed to procure. One hospital administrator commented that they would soon need to 
do a cost-analysis to see if the hospital could absorb additional glove costs, or if they 
would eventually have to offset the added cost by increased patient fees.  
 While seemingly small, these subtle shifts in practice — throwing out gloves 
instead of washing and re-using them — were understood by some as chipping away at 
the foundation of “mission”. This particular mission hospital was heralded by 
respondents across my interviews as an exemplar of a true “Indian” mission hospital, as it 
was founded by a group of young Indian doctors in the post-independence period and had 
never taken a dime of foreign money. The founding doctors decided to live communally, 




lives to Christian medical service. Their radical approach to seeing money as a communal 
asset across the decades allowed the hospital to grow from a small clinic to a robust rural 
secondary hospital. The glove re-use policy was just one of many ways the hospital cut 
costs in order to serve the poor as an expression of their faith and an embodiment of 
mission. The choice to adapt to NABH (a certification program endorsed largely by 
corporate health care organizations around India) was, in many ways, a significant one; 
adapting to new modes of practice while trying to retain their unique “mission hospital” 
identity.  
 
Expanding Public Health Services (Macro Service Delivery Challenge) 
Understanding the challenge  
 The expansion of the public health services operated as a chronic stress among 
mission hospitals. While some of the stress mapped onto the general concern about 
government antagonism towards Christians, public sector expansion disrupted forms of 
service provision within the historical wheelhouse of mission hospitals, services closely 
linked to mission hospital identity. For example, beginning in 2005 with the birth of the 
National Rural Health Mission (now simply the National Health Mission), India rolled 
out massive schemes to drive down maternal mortality by financially incentivizing 
women living below the poverty line (BPL) to receive prenatal care and delivery in 
government health facilities.7122,123 These schemes helped lower the number of maternal 
																																																								
7 Some states allowed private (including mission) empaneled providers to be reimbursed for 




deaths in the country but also drew women away from mission hospitals towards the 
public sector, impacting mission hospital volume, and in some cases, revenue (described 
in Chapter 4). Beyond volume and revenue, though, the care of poor women and children 
is a “sacred” and historic domain of mission hospital practice. Many mission hospital 
founders were missionaries who started one-room clinics to attend primarily to the needs 
of mothers and children.26,124 One of India’s most famous mission hospitals was started 
by a single female missionary who, after witnessing the deaths of three women in 
childbirth, decided to go to medical school and come back to serve as a doctor for Indian 
women.125  When mission hospital services for women and children were impacted by 
public sector expansion, it disrupted the meta-narrative about the way Christianity is 
expressed in mission hospitals and catalyzed an identity crisis similar to the nun-nurses 
who were no longer able to provide the type of health care they were used to offering 
after CEA was passed. Consequently, some respondents felt personally distraught by 
expanded public health services.  
 Other respondents did not feel particularly threatened by government expansion in 
terms of religious identity or practice, and welcomed the idea that government was ready 
and able to do more for the poor. Some with this view saw an opportunity for mission 
hospitals to shine as exemplars of care for the underserved and deepen engagement with 
the public sector as a means of Christian witness as well as demonstrating that Christians 
were “on the same side” as government when it came to looking after the health needs of 





Sample Response 1: Project-based/Selective Engagement (Absorptive) 
 Whether or not the hospital was formally empaneled with government schemes, 
respondents at many mission hospitals viewed selective engagement with government as 
a positive. While forms of partnership ebbed and flowed over the years, working with the 
public sector on specific health projects seemed to be widely understood as a positive 
absorptive response that did not threaten mission hospitals or Christian identity. Some 
respondents even advocated for mission hospitals to seek greater partnership with the 
public sector as a way to follow Christ’s example of “incarnation”, a Christian term to 
describe the paradox of Jesus as both fully God and fully human. One respondent voiced 
this view particularly well:  
“The most important pro-poor tool is public hospitals. On paper there are very good 
[public] plans and political will.  If Mission Hospitals can work in the public health 
system, they can help it from within… If you want to help the public health system, 
will you do from outside? Writing papers saying how bad it is? Or will you do it from 
inside? This is incarnation…mission hospitals are to be small models. I’ll give you 
one example. There was a [mission hospital] nurse from [the Northeast]. She was 
given on loan to the district health office to set up a maternal child health project to 
train and empower workers. She did such a good job: the workers were coming on 
time; she was such a force and an example of good in the system… Quality helps 
create an antidote to some of the animosity. It is the reason why we should increase 
public-private partnerships. If we see each other as real humans, it is much more 
difficult to have animosity towards each other.” Retired Mission Hospital Association 
Leader, Protestant  
 
Results, Part II: Religion and organizational capabilities underlying Everyday  
Resilience 
 The section above illustrates ways that religious values, practices, and 




further explore the relationship between religion and everyday resilience, consideration 
must also be given to the relationship between religion and the capacities that underlie 
everyday resilience.  
 
Cognitive capacity  
 Among mission hospitals in this study, religious ideas and values often shaped 
the cognitive capacity of mission hospitals, operating as a lens through which to 
understand and develop responses:  
“So broadly we can say it's that our faith, the foundation in Him, and the gospel 
gives us a different optic to see all things. And we are looking at the health 
scenario through that lens.” Retiree, Semi-Rural, Protestant 
 
 At times, religious ideas and values created more clarity in understanding the 
nature of challenges, which in turn fueled the development of appropriate response 
strategies. For example, in the case of the CEA, some mission hospitals addressed the 
potentially crippling challenge by meditating on the healing mission of Christ and 
developing innovative strategies to address the challenge. At other times, religious ideas 
seemed to skew understanding of a challenge. Within the same challenge of CEA, for 
example, many respondents felt that mission hospitals were being specifically targeted. 
These respondents were unable to see CEA as India’s attempt to raise the quality among 
all healthcare providers or see that while CEA may have impacted some mission 
hospitals and clinics more adversely, the law was not fundamentally meant to antagonize 
Christians. In the area of governance challenges, intractable ideas about the relationship 





 Of course, there is a not a single “Christian” understanding of any challenge. Each 
mission hospital, and each respondent within each mission hospital, had unique ways of 
interpreting Christianity and the purpose and future role of mission hospitals. Much like a 
family on a road trip debating the best route to reach a destination, there was a great deal 
of debate and argument among mission hospitals about the definition and function of a 
mission hospital in India, and the role(s) that mission hospitals should play going 
forward. These debates took place in a variety of forums, including annual meetings, 
articles in journals and newsletters produced by mission hospital associations, and in 
small groups of students and clinicians on mission hospital campuses.  
“Yet, in the present context, we need to ask the pertinent question. How much of 
our present work really transforms our nation? Is it not true that at times our 
work deals with the symptoms of disease alone? Have we fallen into the trap of 
institutionalizing our acts of compassion? The vision of transformation seems to 
be lost. Most of our schools, colleges, and hospitals, orphanages, and 
rehabilitation centers have become employment opportunities. We have missed 
out on the role of the Holy Spirit in our institutionalized service to the 
community.” Essay in Protestant Medical Association Journal 
 
“We [mission hospitals] need to reconceptualize and revitalize [our] mission in 
the light of the seismic changes and tectonic shifts happening in the socio-
cultural, political, economic and religious realms of India. While our vision, 
undergirded by our values rooted in the Scripture remains the same, we must 
enthusiastically explore and embrace fresh ideas and avenues to engage the 
nation with the good news of the Kingdom of God that offers Shalom.” Excerpt 
from an essay about the future of mission work in India 
 
“I believe that to identify, synergize and optimize resources, we need to forego 
some of our individual interests and give preference to common good. Stephen 
Covey, an eminent American educator and author, once said, “The essence of 




compensate for weaknesses.” Such pooling together of resources, for sure, will 
help us to grow stronger as individual institutions as well as build an ever 
stronger and resourceful national body. I do trust that the Lord who has called us 
to do his mission will accompany and show us the right path.”  Excerpt from 
Catholic Annual Report  
 
 The debate also surfaced during interviews when respondents were asked about 
the definition of a mission hospital and the future role of mission hospitals in India. Some 
debates splintered along theological lines: for example, between people who had more 
conservative or liberal interpretations of Christian theology. 
“Mission hospitals are established to build the kingdom of God and to do 
evangelical work. In hospitals that are struggling, Christ is not the center.” 
Hospital Director, Semi-urban, Protestant 
 
“So, people in the community know we are a Christian institution; that we have 
our faith. Even if you ask the political leaders, they know it is the Christian faith 
which is driving us and the way we function… This question has been asked 
directly to me: are you doing preaching and everything? So I said, to me, that is 
not my calling that I should preach. Some people have been called to preach, 
[and] they should do it. But I've not been called. If there is a skill I've been given I 
should use that skill.” Retired Administrator, Semi-Urban & Rural, Protestant 
 
 The differences between Protestants and Catholics were less charged. Instead, 
Protestants and Catholics often pointed to the other saying, “see, they have it better” or 
“they do it better”. Many Protestants seemed to think that Catholics were well organized 
and able to respond to challenges with a single directive from top leadership, compared to 
the difficulty of unifying the diverse range of Protestant mission hospitals. In one 
interview with a Catholic leader, I mentioned this view, to which he laughed and went to 




whole. In his opinion, Catholic congregations were just as diverse as Protestants (picture 
of white board below):  
 
 
During further discussions about Protestant mission hospitals, some Catholics seemed to 
think that many Protestant hospitals had kept up with the times better. Rather than 
negative views, both groups expressed general admiration and openness to learn from the 
other.  
 The most common definitions of a “mission hospital” were 1) a part of the healing 
ministry of the church, 2) a way to witness Christ (both verbally and non-verbally), 3) 





“Part of our mandate is to heal. We see in the New Testament, for example, Jesus 
is preacher, teacher and healer. So, we, in a way, focus on the healing 
dimension… We as Christians have a mandate to heal, in the model of our master 
healer, Jesus himself.” Chaplain, Semi-Urban, Protestant 
 
“You have to serve people without expectation from others. It's your duty, you 
have to do it properly. My father was a priest. He said whether you work at the 
Mission hospital or the government Hospital, or you are a teacher, you do what is 
your duty properly. Witnessing Christ. You don't have to work in a church to 
serve.” Hospital Director, Rural, Protestant 
 
“Mission Hospitals ought to be unique. They should bring good news to the poor. 
Mission Hospitals should be open to the poor.” Administrator, Semi-Urban, 
Protestant 
 
“That's a mission [hospital]; the mission is to communicate the love of Christ 
through service, medical service. So that's our formulation. Jesus, Gospel, God's 
Kingdom. And then, out of that we developed a vision of the mission hospital.” 
Retiree, Semi-Rural, Protestant 
 
 When asked about the future of mission hospitals in India, respondents most 
commonly felt that in the future, mission hospitals should continue to meet the needs of 
society, be devoted to whole-person care, focus on context-specific adaptations, 
communicate the gospel through medical work, work together with other mission 
hospitals, and at times, work with government (expanded sample of quotes available in 
Appendix E).  
“The key question is: can you change according to the needs of the people? If you 
start with healthcare, people will not come. And it's our fault! We need to change 
the model, we need to go to them” Mission Hospital Association Administrator, 
Catholic 
 
“Compassion, human touch, wholeness of healing, care; these things have not 




different.” Doctor, Semi-urban, Protestant 
 
“Mission Hospitals need to understand the India of today, which is not the same 
as [missionary founder’s] India. Without a margin, there is no mission. That 
margin only comes from high-quality, top quality, specialized medicine. [To do] 
family medicine only is Impractical. You won't change the world that way.” 
Retired Administrator, Semi-urban, Protestant 
 
“The expression is that the mission and the modalities of the hospital and clinic… 
will keep changing according to situations. But the vision is to reach out to the 
people in the healthcare area in this country and to communicate the gospel 
through the medical work.” Retiree, Semi-Rural, Protestant 
 
“I really believe that mission hospitals can truly impact health in India…The one 
thing that inhibits us [and creates our] lack of impact is disunity.” Mission 
Hospital Association Administrator, Protestant 
 
“[Poorer] states need mission hospitals for primary and secondary care. Mission 
hospitals in Tamil Nadu and Kolkata and Kerala need to ramp up services to 
include tertiary care and keep up with all the changes going on in the health care 
field, they also need to liaise with insurance and government.” Physician, Rural, 
Protestant 
 
Behavioral capacity  
 Behavioral capacity is about agency. As such, it might be easy to assume that 
hospitals “free” of church affiliation or affiliated with less hierarchal churches would be 
more autonomous and, therefore, more resilient, while hospitals affiliated with highly 
structured church structures — like the Catholics — may have less autonomy and 
resilience. The results of this study show that the reality among mission hospitals was 
more complicated. Indeed, some hospitals in the study without formal church affiliation 
did have more autonomy to operate without consultation of a specific church body and 




However, there were also hospitals with strong church affiliations that worked hard to 
develop a healthy balance of power and authority. In fact, some mission hospitals and 
clinics affiliated with more hierarchal churches embodied authentic power-sharing 
between leadership and frontline healthcare staff.   
“The doctors say, ‘keep the church out’. The danger is that docs aren't always the 
wisest. They live in the ivory tower of disease and forget the poor. The best is for 
church participation but not control. They should help us by asking “why” 
questions; keeping us rooted; reminding us of the poor… We are both the poorer 
for having thrown each other out... healthcare has lost its soul, and the church 
has lost contact with pain.” Physician, Rural, Protestant 
 
 Of course, there were also examples of dysfunctional relationships between the 
hospital and church that impeded healthy forms of autonomy and the ability to enact 
reasonable responses to challenges: for example, the hospital that nearly shut down 
before the hospital leader and the local Bishop came to a new agreement about how 
power would be shared between hospital and church. There were also examples of 
mission hospitals with sufficient autonomy that was used incorrectly. This was the 
mission hospital that was trying to “do it all”, with leaders who felt like they might be the 
only ones who really saw what the mission hospital could or should be. Among these 
hospitals, individual leaders seemed to take all the autonomy for themselves, failing to 
create internal cultures of behavioral capacity whereby mid-level administrators, 
clinicians, and other staff could deploy responses to challenges. The two “weak” 
hospitals in this study were facilities with a reasonably high degree of “autonomy”, which 
indicates, among other things, that the availability of autonomy is only the first step; it is 




Contextual capacity  
 Described fully in the discussion section of chapter four, contextual capacity 
“brews the conditions for resilience”, and is the “conduit of relationships, processes and 
intangible assets”.91 In this study, mission hospital practices and relationships within and 
between mission hospitals helped create strong contextual capacity for many, which in 
turn bolstered resilience in a variety of settings. Cases of transformative resilience — 
such as the hub and spoke model, the re-training of nun-nurses into Community Health 
Enablers, and the governance transformation with the local Bishop — demonstrated  
ways that mission hospitals built on the religious ideas of vocation, service, sacrifice, and 
witnessing Christ (cognitive), exercised appropriate forms of autonomy in the form of 
innovation and imagination (behavioral), and then utilized the relationships within and 
between themselves to ride through the waves of change and emerge “transformed” on 
the other side (contextual).   
 Illustrated in the examples above, one key driver of contextual capacity between 
mission hospitals in this study was relationships. Mission hospitals operated as a large, 
extended family both within and between themselves. One important reason for the 
strong bond between mission hospitals was shared faith. Catalyzed by mutual faith, I 
observed the thick web of relationships — both genetic and chosen — within and 
between mission hospitals during the fieldwork portion of the project. For example, one 
of the key leaders of the Catholic health work in India completed his post-graduate 
training at a large Protestant medical school. His teachers and peers during medical 




which allowed him access to a variety of resources when Catholic hospitals and clinics 
faced challenges; for example, working together to create the hub and spoke model in a 
moment of crisis.  
 Building on the metaphor of a family, internal debates about the nature and future 
of mission hospitals at times seemed to yield fresh understandings of mission hospital 
identity and a shared sense of mission going forward. At other times, these debates 
seemed to stunt mission hospital relationships, expending energy on score keeping, back 
biting, and asserting the righteousness of particular religious views over and above views 
of other Christians working in mission hospitals. Despite differences between mission 
hospitals, in moments of crisis, the mission hospital “family” demonstrated the ability to 
overcome their disagreements and work well together.  
 “They're [liberal and conservative groups] coming closer partly because of 
external crisis and also in part because of personalities. It is all about 
relationships; personal friendships help. [Here the respondent described the way 
he and a more conservative colleague came closer together in their views over 
twenty years of working together]. “Let a thousand flowers bloom… the church 
does multiplication by division. As a student the debate was about evangelism 
versus social action, and it's still the debate! Ultimately [we have to] work out 
our commitment to God, but there are a spectrum of views on this.”  Physician, 
Rural, Protestant 
 
“Now the sustenance of mission hospitals is much tougher. If we had coordinated 
in the 1960s we would be making policies. A house divided does not stand.” 
Administrator, Semi-Urban, Protestant 
 
 Contextual capacity was also bolstered within individual mission hospitals by 
shared religious practices, living communally on mission hospital campuses, and deep 




working in the same hospital. In his study of Salvation Army hospitals around the world, 
Dean Pallant writes that Christian liturgy and practices include, “meeting people, 
acknowledging fault and failure, celebrating, thanking, reading, speaking with authority, 
reflecting on wisdom, naming truth, registering need, bringing about reconciliation, 
sharing food, and renewing purpose” (pg. 165/66).126  Indeed, during fieldwork, I 
observed many of these practices in action. Below are a selection of photos and field note 
entries that illustrate a range of mission hospital “practices”:  
 









The chapel was at the very front of the building, with a statue of Mary in the center of the 
lobby. Muslim and Hindu patients streamed through the halls. The Sister doctors seemed 
at great ease with all patients of varying backgrounds; one in particular had a “big 
sister” tone in the way they spoke with patients and their families. Very different from the 
image of demure nuns in habits. 






































































After staff prayer he [the hospital director] turned back to me and talked about Romans 
8:18. “I consider that our present sufferings are not worth comparing with the glory that 
will be revealed in us.” He read the entire verse and talked about how this was 
personally meaningful to him. He said it helps him look forward to the future. 



























Morning Chapel:  
 
During the fieldwork visits at various mission hospitals I attended multiple chapel 
services, often at the beginning of the day before work officially began. Some of these 
services were quite large, with full music programs, speakers, awards to staff for various 
accomplishments, and announcements. Others were more simple, with singing and 
prayer. Most often the hospital director played a leading role in these services. At many 
hospitals, there were also evening chapel services, especially on Sunday. At one hospital, 
I attended a Bible study at the end of the work day for staff who wanted to or were able to 
attend. Communal eating was also an important part of the day at several hospitals. I 
joined communal meals in a variety of settings; outdoors, mess halls, cafeterias, and 















“We are using our lives. Maybe not making much money, but there is a sense of 
purpose. There is a big community aspect to [this mission hospital]. We live 
together, eat together, work and pray together. Some doctors leave and go work 
at corporate hospitals but come back to us because they miss the community. 
Those doctors say that there is so much pressure in corporate healthcare; so 
much competition. Here we are more laid back. We are more of a community. We 
also get a lot from patient stories. Stories of people we’ve helped who would have 
had no other options.” -Physician, Rural, Protestant 
 
Well why do I stay here? I used to have sense of satisfaction, the sense of “I’ve 
done something”. Our work normally involves visiting patients, counseling them, 
reading with them, being with them in their anxieties, etc.; mainly a role of 
pastoral care giving. So I was satisfied with the ministry I was doing, and the 
work here is not monotonous; it has work among the staff, work among the 
students, ministry among the patients. So different dimensions; it’s not always 
suffering, suffering; there are some joyful moments also. The community is also 
very gracious—they accept us, me, as part of their spiritual growth—not in a 
sense of spiritual growth, a sense of holistic growth. – Chaplain, Semi-Urban, 
Protestant 
 
(Extended sample of quotes in Appendix F).  
 
Discussion:  
Religion and Everyday Resilience  
  To the best of my knowledge, this is the first study that applies the everyday 
resilience framework to faith-based health providers, and the first analysis that explicitly 
looks at the interaction between religion and everyday resilience.8 Among hospitals in 
this study, religion shaped the discourse around challenges and responses to challenges. 
																																																								
8 Other mission hospital studies in India have used different frameworks of analysis; there is one 
unpublished study on resilience among faith-based health providers in Africa, but it does not use 
“everyday resilience”.127 Many studies explore the interaction of religion and resilience on an 
individual level. 128 But this study looks at religion and everyday resilience of Mission Hospitals, with 




Religion also influenced the cognitive, behavioral, and contextual capacities that 
underpin everyday resilience capacity of mission hospitals; particularly ideas about what 
a mission hospital ought to be and through mission hospital practices and relationships. 
 In the best circumstances, the religious lens helped mission hospitals discern how 
particular changes in Indian society and the Indian health system not only threatened 
mission hospitals, but also threatened the broader reputation of Christians and the 
wellbeing of patients — human beings who deserve dignity, compassion, care and love. 
Religion also fueled action to address challenges, sometimes in very pragmatic ways 
(absorbing or adapting to challenges) but at times, in radical ways (transformation) that 
fundamentally changed the way mission hospitals exist and practice in society.  
When mission hospitals exemplified everyday resilience, they did so using all three 
organizational capabilities — cognitive, behavioral, and especially, contextual capacity 
— infused with religious values, practices, and relationships (Figure 9).   
In their work on organizational resilience, Lengnick-Hall et al. describe four 
essential conditions that boost contextual capacity: psychological safety, deep social 
capital, diffuse power and accountability, and broad resource networks.91 In this study, 
religion seemed to best support two of these four domains; deep social capital within 
mission hospitals and broad resource networks between mission hospitals. At times, 
psychological safety – the ability to ask questions, admit mistakes, experiment, or offer 
critical feedback – seemed to exist only among like-minded or closely affiliated hospitals, 
but appeared lacking between hospitals where the leadership and staff held different 




power sharing and accountability, accentuated by the way that leaders embodied their 
spiritual identity and vocation. In an ironic twist, some leaders in traditionally 
hierarchical churches seemed more apt to release and share power, while other leaders 
from traditionally less hierarchical churches seemed more prone to hold on to power.   
  














 At times, the transformational resilience within mission hospitals seemed to go 
beyond “transformation” into the realm of “innovation”. Within health systems, 
innovation is most commonly described as Social Innovation.9130 In the case of nun-
																																																								
9 Social innovation “starts with the perspective of the person or community for which the solution is 




















Religious values and ideas, particularly
ideas about the purpose and future of
mission hospitals
Relationship between mission 












nurses transforming their role into that of Community Health Enablers, the meditation on 
religious vocation led the Catholic health workforce to re-imagine their role in ways that 
would allow maximum contribution to community health within the parameters of the 
law. The “outcomes” of social innovation are two-fold: tangible and transformational.129 
The massive undertaking to train thousands of women in new forms of healing did not 
just transform the way the Sisters practiced “health care”, but also transformed social 
relationships by moving the sisters further into the community rather than further into the 
clinic.  
 Interestingly, other “social innovations” within mission hospitals were not a part 
of transformational responses to challenge, but instead, were long-held practices, some of 
which were threatened by recent shocks and stress. For example, the hospital with 
extensive cost saving measures like the glove re-use policy developed such practices out 
of their religious commitment to serve the surrounding rural community with quality, 
affordable care. When this practice was no longer allowed, the hospital was forced to 
abandon their innovative way of cost saving and consider other ways to live out their 
mission to serve the community, particularly patients who could not afford higher fees. 
At the time of the study, it was unclear how this particular hospital would choose to 
proceed.  
 van Nierkerk writes, “By challenging social practices, rules and social 
relationships, social innovation does more than just address a problem. It provides an 
alternative that changes and makes systems more resilient. Social innovations can be 




definition, a recent study examining sustainability in Indian mission hospitals found that 
that frugality, flexibility, and inclusivity were the key drivers of innovation.34  Clearly, 
there is a great deal of overlap and interaction between the definitions of 
“transformation” and “social innovation” in relationship to resilience and health systems. 
Future scholarship employing the concept of everyday resilience can strengthen the 
framework by exploring ways that social innovation and transformation mirror, 
encourage, or diverge from each other.  
 Additional consideration should be given to the specific values and ideas that 
drive everyday resilience responses among both secular and faith-based health providers. 
In this study, resilient responses were partially motivated by survival instincts, 
particularly the protection and survival of Christianity in India. But beyond “survival”, 
everyday resilience was also motivated by religious beliefs and values; particularly the 
belief that mission hospital work is meant to embody Christ’s healing mission on earth. It 
would be incomplete to describe the resilience capacities of mission hospitals without 
including devotion to the Christian faith as a prime influence of the commitment to “press 
on” in spite of challenging circumstances. 
 Of course, the interaction between religion and everyday resilience did not always 
result in positive outcomes. In the worst of circumstances, religion – and specifically 
religious identity– blurred clear-eyed understanding of challenges. For example, when 
theological differences fueled battles within and between hospitals, chipping away the 
greatest potential asset of Indian mission hospitals: their collective voice and strength. 




North India, Church of South India described in Chapter 1), the tensions within and 
between theological groups continues to be a challenge.  
  
Implications for Mission Hospitals  
 For mission hospitals in India, the results of this analysis suggest that religious 
resources can help strengthen everyday resilience. Religious values such as service, care 
for the poor, and embodying Christ’s healing work can re-frame understanding and 
responses to challenges. Working to develop thoughtful, mutually beneficial relationships 
between the hospital and the Church (or affiliated religious bodies) can boost healthy 
forms of autonomy and the reputation (or “public testimony”) of both institutions. Most 
importantly, relationships within and between mission hospitals that are nurtured by 
shared religious identity, practice, and values, can help support contextual capacity which 
is vital to the development of everyday resilience. The greatest paradoxical challenge for 
mission hospitals is to foster a collective understanding of “mission” and “vocation” 
while simultaneously allowing for diverse religious preference, practice, and theology at 
the individual hospital level. Or, as one respondent put it, the ability to, “Define the 
center, blur the margins.” 
 
Conclusion  
 Beneath the surface, religious values, practices, and relationships shape the 
discourse around challenges and responses, and at times fuel the capabilities that 




resilience of mission hospitals allows mission hospitals to better understand themselves, 
the challenges they face, and the types of responses (absorbing, adapting, and 
transforming) that best fit within their religious framework. Identifying when, where, 
how religion influences the resilience of mission hospitals allows external actors, 
including the public sector to better understand mission hospitals and potential ways to 
build on the capabilities of mission hospitals towards shared visions like universal 
provision of care for the poor. So, what is the way forward for mission hospitals in India? 





CHAPTER SIX: MISSION HOSPITALS AND INDIA’S HEALTH SYSTEM 
Introduction 
 Mission hospitals are important actors in Indian healthcare delivery. They 
collectively face a series of challenges that are a consequence of the health system and 
wider societal changes in India, as well as internal challenges that are unique to 
individual mission hospitals and mission hospital networks. 
 To study the challenges facing Christian mission hospitals in India and the ways 
in which they respond, I chose the theoretical framework of “Everyday Resilience” by 
Barasa et al. (2017). This framework is distinct from the “health system resilience” 
concept used in the literature to analyze health system response to emergencies such as 
epidemics and natural disasters. In contrast to extraordinary events, the Everyday 
Resilience (EDR) framework examines chronic challenges and unexpected events that 
impact healthcare providers on a day to day basis, and explores features of resilience that 
emerge in response to these challenges.  
 In Chapter 3, I used the EDR framework to identify and organize the top stresses 
and shocks facing mission hospitals in the study. In Chapter 4, I used the framework to 
ask three questions: 1) Did the mission hospital exhibit features of resilience (absorbing, 
adapting, and/or transforming) in response to challenges? 2) Which organizational 
capacities (cognitive, behavioral, contextual) underpinned responses to challenges? 3) 
Did “resilience” features lead to continued delivery of quality health care? In Chapter 5, I 
examined interactions between religion and everyday resilience. 




that mission hospitals might contribute to India’s health care system going forward.  
 
 
Everyday resilience among mission hospitals  
 To frame recommendations for the way forward for mission hospitals, this section 
provides a brief overview of the key findings of the dissertation.  
 
Challenges Facing Mission Hospitals (Chapter 3) 
 Top challenges among mission hospitals in this study are featured in Table 15. 
The impact of these challenges differed among hospitals. For example, the Clinical 
Establishment Act operated as a shock to some mission hospitals in the study, but as a 
stress to others. Throughout all mission hospitals in the study, coping with chronic 
stresses was more prevalent than coping with shocks.  
Table 15: Priority Challenges Facing Mission Hospitals* 
Social and Political 
Challenges 
Changing expectations among patients and staff 
Corruption (both external and internal) 
Political change and growth of religious nationalism 
Governance 
Challenges 
Clinical Establishment Act, among other major policy changes 
Poor mission hospital/church governance structures 
Financing Shifting financial flows towards ‘corporate’ health care ** 
Increasing operational costs 
Diminished external funding 
Service Delivery Expanding public and corporate health services 
Continuing care for the poor 
Aging infrastructure 
Human Resources Growth of corporate employment 
Mission hospital staff shortages, esp. high-quality managers 
and leaders 
* Mission hospitals also faced challenges in the domains of medicines and technology, 
and information, but these were not expanded upon in chapter three.  






 The analysis highlighted the importance of studying specific non-government 
providers, moving beyond simplistic “public-private” binaries in order to understand 
challenges facing actors in the broader health system. In this chapter, the EDR framework 
proved useful in identifying the key challenges facing mission hospitals, diagnosing them 
as “stresses” or “shocks” and exploring the impact on mission hospital hardware and 
software features. The analysis also supported the claim that attention to social and 
political economy is important in health system analysis, as several challenges impacting 
mission hospitals fell into these categories.   
 
Mission Hospital Responses (Chapter 4) 
 Mission hospitals responded to the challenges by using all three resilience 
strategies of absorbing, adapting, and transforming to challenges. Absorptive and 
adaptive responses were used most frequently, and in some cases mission hospitals 
exhibited negative or non-resilience. During the sampling phase of the study, mission 
hospitals were categorized as strong, recovering, declining, or weak. Mission hospitals 
classified as ‘strong’ in this study tended to have three strong, interconnected capacities: 
cognitive capacity, correctly understanding the challenges and creating appropriate plans 
to address challenges; behavioral capacity, having enough autonomy to make decisions 
(which in this study, was largely about the relationship between the hospital and the 
church) and capacity to enact responses to challenges; and, contextual capacity, the 
availability of hardware (e.g. money and people) and software (e.g. clear values and 
strong leadership) to fuel cognitive and behavioral capacities. Other hospitals in the study 




categorizations. Beyond anecdotal claims, it proved difficult to determine the relationship 
between resilience responses, capabilities, and whether or not hospitals had improved or 
increased delivery of quality healthcare. 
 In this part of the analysis, the EDR framework helped clearly classify resilience 
responses and identify organizational capabilities that underlie resilience. To improve the 
EDR framework, future work should consider other outcomes beyond improved or 
increased delivery of quality healthcare to include other intermediate health system 
strengthening priorities such as access, coverage, and safety. The framework might also 
benefit from enriched definitions of contextual capacity to include the four dimensions 
discussed by Lengnick-Hall91; social capital, broad networks, psychological safety, and 
diffuse power.  
 
Mission Hospitals and Religion (Ch 5)  
 While mission hospitals tended to respond pragmatically to challenges, beneath 
the surface, religious values, identity, practices, and relationships shaped the discourse 
around challenges and responses, and at times fueled features of everyday resilience.  
 Beyond the interplay between religion and absorptive, adaptive, and 
transformative resilience responses, the analysis also explored the relationship between 
religion and the mission hospital capabilities. The analysis found that religious ideas and 
values influenced cognitive capacity; that the governance relationship between the 
hospital and the church influenced behavioral capacity; and that relationships within and 
between mission hospitals along with shared religious practices influenced contextual 




the needs of society, particularly the most vulnerable. While most respondents described 
the importance of embodying Christ’s healing mission on earth, there was variance about 
the mode of embodiment (e.g. actions only vs. words and actions).  
 This was the first analysis that specifically looked at the role of religion in 
relationship to the EDR framework. The analysis revealed potential overlap between 
“transformative resilience”, a construct used in the EDR framework and other resilience 
literature, and “social innovation”, a term increasingly used in the other health system 
strengthening literature. Future work using the EDR framework should explore the 




Preparing for the future – Organizational Resilience Strategies  
 
 The findings in Chapters 3, 4 and 5 highlight the critical role of organizational 
capacities in relationship to everyday resilience, a concept explored extensively in 
organizational theory.90,91 Chapter 4 found that “strong” mission hospitals had strong 
cognitive capacity, demonstrated in the ability to conduct in-depth assessment of 
challenges impacting the hospital and develop context-specific response strategies that 
properly utilized mission hospital hardware (e.g. money, people) and software (e.g. 
values, leadership, religious commitments). The analysis in Chapter 4 and 5 found that an 
important feature of strong behavioral capacity was governance structures between the 
hospital and church that allowed for appropriate levels of autonomy for mission hospitals, 




and levels of leadership. Healthy forms of autonomy allowed strong mission hospitals to 
act on good ideas.  
 Finally, the results in Chapter 4 and 5 showed the critical importance of 
contextual capacity, which seems to operate as ‘fuel’ for the other two capacities. The 
most salient features of contextual capacity among mission hospitals in this study were in 
the domains of relationships within and between hospitals, shared religious practices, 
psychological safety, and distributed power. 
 Before mission hospitals consider potential opportunities for the future (some of 
which are discussed below), Table 16 presents a series of questions that might help 
hospitals better understand their cognitive, behavioral, and contextual capacities, which 
may, in turn, help identify actions to bolster everyday resilience. These are preliminary 
suggestions based on the findings of the present study. In the future, a tool might be 
developed to assess the organizational capacities – and ultimately resilience capacities - 
of mission hospitals.  
Table 16: Potential Questions to Help Mission Hospitals Assess and Boost 
Capabilities Underlying Everyday Resilience 
Cognitive capacity 
 
• Identifying & ranking the range of current challenges 
o What range of challenges currently face the mission hospital? The categories 
used in chapter three (social, political, governance, human resources, finances, 
information, medicines/technology, service delivery) might be a useful way to 
think about the range of challenges impacting the hospital.  
o Among the listed challenges, which are the most pressing? Which challenges are 
likely to keep expanding within the current social and political contexts?  
• Identifying current response strategies 
o What strategies are currently in use to face these challenges?  
o Do the response strategies currently in use map onto resilience strategies of 
absorbing, adapting, or transforming to challenges? It is also important to 




• Assessing current response strategies 
o Are the current strategies working? Are they “effectively” managing challenges? 
It is important to note that “effective” might have different meaning for different 
hospitals. If there is no clear understanding of “effective”, the hospital might 
consider asking what outcomes are most important to aim towards, for example, 
higher volumes of patients, more services for the poor, financial stability, 
increased revenue, etc. 
• Assessing Religious Values 
o What religious values, commitments, and relationships are central to the mission 
hospital?  
o How have religious values operated as a lens to understand challenges?  
o Which religious commitments are most important in guiding responses going 
forward? To facilitate this discussion, mission hospitals might consider the three 
religious domains discussed in chapter five: 1) religious ideas, values, and 
commitments, 2) religious practices, and 3) religious relationships.  
 
Behavioral capacity 
• Assessing and strengthening current governance structures 
o What is the hospital’s current governance structure and relationship with the 
church or other faith-affiliated organizations?  
o Does the current governance structure allow sufficient autonomy for the hospital 
to develop and enact resilience strategies?  
o If the hospital is closely connected to the church, where are church support, 
finances, or leadership needed to develop and enact resilience strategies?   
o If the current governance structure does not provide sufficient autonomy, can it 
be adjusted or changed in order to facilitate mutually beneficial forms of 
autonomy?  
o Does the hospital have appropriate resources and leadership in place to manage 
any changes in governance (e.g. experienced leaders and administrators, 
reporting mechanisms and structures for accountability, particularly fiscal 
accountability).  
• Assessing autonomy within the mission hospital  
o How much autonomy exists within the mission hospital? For example, do 
individual departments or managers have freedom to develop and deploy 
resilience strategies to address challenges?  




• Contextual capacity within the hospital 
o What is the nature of relationships within the hospital? Relationships between 
staff levels?  




o Are mid-level managers empowered to create and oversee responses to 
challenges impacting their departments?  
o Are there practices such as chapel services, celebrations, or meals where staff 
can connect and build relationships based on shared work, and in large part, 
shared faith?  
• Contextual capacity outside the mission hospital 
o What is the nature of relationships between the hospital and the external 
community?  
o How does mission hospital relate to other mission hospitals in their 
denominational network?  
o How does the mission hospital relate to hospitals or leadership in the broader 
mission hospital network (e.g. between Catholic and Protestant health 
associations)? Are there ways to strengthen these relationships?  
o How can relationships – within and between hospitals – be protected and 
strengthened as the mission hospital continues to face ongoing stresses and 
strains? 
• Hardware and software 
o Beyond internal and external relationships, shared practices, diffuse power, and 
fostering psychological safety, what other resources – hardware and software – 
are available to support resilience strategies going forward? 
§ Hardware examples: infrastructure, finances, human resources in terms of 
number and types of healthcare positions 
§ Software examples: leadership capacity, management skills, systems and 




Opportunities for the future 
 Building on the results of Chapters 3, 4 and 5 and additional interview data and 
analysis, the following sections describe a series of opportunities for mission hospitals to 
explore in the future. During interviews, respondents mentioned many specific ideas that 
mission hospital could explore going forward, for example, pooled procurement, 
expanding the capacity for palliative care, or increasing medical and allied health 
education opportunities (discussed below). There were also many broad mentions of 
partnership with government. To address this theme, I focused my analysis on universal 




partner with government in the future. In developing these sections, I also revisited the 
key themes that emerged when respondents were asked about the definition and future 
role of mission hospitals in India. Described in Chapter 5, respondents most frequently 
defined mission hospitals as a part of the healing ministry of the church, a way to witness 
Christ (both verbally and non-verbally), as being pro-poor, and as a means of service. 
Respondents most commonly felt that in the future, mission hospitals should continue to 
meet the needs of society, be devoted to whole-person care, focus on context-specific 
adaptations, communicate the gospel through medical work, work together with other 
mission hospitals, and at times, work with government.  Building on these ideas, the 




Universal Health Coverage (UHC) 
 
Universal Health Coverage Background  
 “Health for all” has been a part of India’s vision for itself since independence.132 
Throughout the latter half of the twentieth century and into the new millennium, 
numerous policies have called for an expansive public health system that would 
sufficiently meet the health needs of the population.133,134 However, as is often the case in 
many countries, reality continued to fall short of policy aspirations across the decades. In 
2014, Prime Minister Narendra Modi came to power with the promise of helping India 
achieve UHC by 2022.135 After taking power, he disbanded the Central Planning 




called Niti Aayog, which operates as a broad intergovernmental policy think tank.136,137 
In 2017, the central government, under the guidance of Niti Aayog, released a new 
National Health Policy which called for expansion of publicly funded primary care 
infrastructure and “selective purchasing” of secondary and tertiary health services from 
“charitable” and for-profit health providers.138 In  August of 2018, on the anniversary of 
India’s independence, Prime Minister Modi announced a new iteration of his vision for 
UHC, which aspires to become the largest public insurance scheme in the world and 
serve as a sizeable step forward towards full UHC in India.139,140   
 The new program is most commonly referred to as “Ayushman Bharat”, meaning 
India blessed with long life, or, more colloquially, Modicare.135,141 Technically speaking, 
Ayusham Bharat-National Health Protection Mission (AB-NHPM) is overseen by the 
newly established National Health Agency, which will coordinate with state health 
agencies to empanel providers and disburse payments. AB-NHPM has two key features: 
1) expansion of public primary health and wellness centers, and, 2) the deployment of a 
national health insurance scheme which is formally titled Pradhan Mantri Jan Arogya 
Abhiyaan (PMJAY).142,143 In the media however, these distinctions are less clear; 
references to Modicare or Ayushman Bharat fixate primarily on the massive expansion of 
public insurance.135,140 Figure 10 depicts governmental structure of Modicare and Table 





Figure 10: Structure of Modicare 
 
 
Table 17: Key Features of Modicare (National Health Insurance)135,139–146  
When did it begin?  September 25, 2018. Although trials of the scheme were launched 
in 110 districts in 14 states earlier in 2018. 
Who is covered? 
 
- 100 million poor families (10 Crore) identified through 2011 
Census (approximately 500 million Indians total) 
 - Approximately 80% from rural areas and 20% from urban 
areas139 
- There is no cap on family size or age of members.  
- All pre-existing diseases covered; hospitals cannot deny treatment  
How much is 
covered? 
Rs. 500,000 (5 Lakh) per family or $7100 USD10 per year 
What services are 
covered? 
- Secondary and tertiary hospital care 
- The program specifies 1,354 procedures, ranging from general 
medical and surgical procedures to cardiovascular and oncological 
procedures 
Who will deliver 
the services?  
Public hospitals and empaneled non-government hospitals  
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Which states are on 
board?  
31 States and Union Territories (of 36)+  
How will insurance 
be managed? 
Through a “Trust” model or a mixture of Trust and Private 
Insurance++ 
Cost of premiums? The government estimates a premium of Rs. 1000 – 1200+++ ($13-
$16 USD) 
Who pays the 
premium? 
The Central and State governments  
Cost sharing 
between central and 
state governments?  
60% from Central Government 
40% from State Governments 
What are the 
reimbursement 
rates?  
This is still evolving, but some estimate that it will likely be 
between 30-40% of actual hospital costs 
What are the 
empanelment 
requirements?  
- Minimum of 10 beds 
- Having the required equipment/processes for specific conditions 
- NABH is not mandatory for hospitals to get empaneled under the 
scheme. However, hospitals with NABH/NQAS accreditation can 
be incentivized for higher package rates subject to procedure and 
costing guidelines  
- Hospitals empaneled with RSBY need not apply again 
Other features of 
Modi-Care 
- The goal is for the program to be cashless, paperless, portable, 
and backed by an IT infrastructure that will provide seamless 
service delivery and fraud prevention at all points of care.++++ 
- It is likely that Modicare will link to Aadhaar, India’s expansive 
biometric database. 
- There are also plans to implement a data privacy policy 
- It is also envisioned for each empaneled hospital to have an 
'Ayushman Mitra' (Health Friend) to assist patients and coordinate 
with beneficiaries and the hospital. The goal is to have the Mitra 
run a help desk, check documents to verify the eligibility and 
enrolment to the scheme  
- Due to early objections about low reimbursement rates, NITI 
Aayog has planned to set up a sub-group to look into the 
complaints of private hospitals regarding pricing of treatment of 
key ailments 
What is the 
potential 
- If it succeeds, Modicare will be the largest publicly financed 







- This program will eventually subsume existing state schemes, 
including RSBY, and could expand into comprehensive UHC11 
- The government claims it will create “lakhs” of jobs, particularly 
for women12  
 
What are the 
critiques of this 
program?  
- Insufficiently funded, with plans for low hospital reimbursement 
rates+++++ 
- Potentially unattractive to private insurance companies  
- Potentially unattractive to hospitals and other challenges with 
empanelment 
- Potential for fraud 
- In some states, Modicare would cover fewer beneficiaries than 
current state-run schemes (e.g. Odisha) 
- Some claim that the development of the scheme has been rushed 
to meet political objectives, namely the 2019 national election 
Beyond Modicare….  
Expansion of health 
and wellness 
centers 
- The government’s goal is to establish 150,000 health and wellness 
centers across the country by 2022 (facilitated by converting 
current “sub centers” into wellness centers) 
- The goal is to digitally link these centers to district hospitals, 
provide free preventive and primary care, essential drugs and 
diagnostics, and incorporate yoga and Ayurveda.  
- The government also plans to encourage private sector 




- The government plans to build 24 new medical colleges and 
hospitals by up-grading existing district hospitals. The goal is to 
ensure that there is at least one medical college for every three 
parliamentary constituencies and at least one government medical 
college in each state of the country. 
 
+ States currently not on board: Kerala, Odisha, Telengana, Punjab, Delhi 
++ In the trust model, the claims would be settled from a corpus to be created by contributions from the 
central and state governments, with the latter responsible for settling claims, monitoring risks and building 
infrastructure. Approximately 22 states have currently selected this model.139,140 “Health insurance has 
been a difficult business in India. The public sector companies are mostly bleeding, with a claim ratio of 
over 100 per cent. The private sector has managed to show a much better claim ratio of 70-80 per cent. In 
																																																								
11 It is unclear if this includes the government employee scheme in the immediate term 
12 These claims are included in official government press releases, but do not come with any specific 




the past, the pricing game-of lowering the premium amount to capture large business-hasn't paid off. 
Many companies have incurred huge losses in the corporate health insurance business. [Despite this]…. 
The health insurance business has been growing at 18-24 per cent a year. Many insurers will certainly 
think twice before underwriting a business with a premium as low as Rs 1,200 ($17), when they are doing 
metro business for Rs 12,000 ($166) to Rs 24,000 ($332) every year for almost identical covers.”135 
 
+++ A Crisil analysis indicates a national average premium of Rs 1,765 ($24) per family, based on the 
average total medical expenditure for treatment per hospital [indicating] the government’s prescribed per 
family cover seems quite low.140 Other sources claim that health insurance cover for a family of five costs 
anywhere between Rs 12,000 ($166) and Rs 24,000 ($332)per annum (See note above). Private sector 
Universal Sompo Health Insurance offers one of the cheapest health covers of Rs 5 lakh ($7100) for a 
family of five for Rs 12,800 ($177) per annum. This includes pre- and post-hospitalization and critical 
illnesses, among other benefits. Using these figures, a Rs 12,000 ($177) per annum premium takes the cost 
for covering 100 million households to a staggering Rs 1.2 lakh crore annually. 135 (Over $13.8 Billion). 
This figure is about 8.5 times more than initial Modicare figures project.  
 
++++ For example, Pre-authorization protocols have been defined for 621 fraud-prone and high-cost 
procedures for ensuring discipline in the provider network143 
 
+++++ Current Modicare reimbursement rates are 20-25% lower than even Central government health 
schemes. In the end, AB-NHPM is expected to contribute 30-40% of the actual cost of hospital operations 
and, in its present form, may not encourage private hospitals to expand to underserved areas, according to 
the Association of Healthcare Providers India (AHPI). Other experts say that the government would also 
have to pump in at least Rs 2.5-3 lakh crore ($34.6-$41.5 Billion USD), compared to the Rs 10,000 crore 
($1.3 Billion USD) allocated to it.140 
 
 
UHC & Mission Hospitals  
 While Modicare – and the expanded aspirations of Ayushman-Bharat – face many 
implementation challenges ahead, there remains scope for potential partnership between 
mission hospitals and government in UHC expansion efforts. 
 From the perspective of government, mission hospitals collectively represent a 
strong potential partner in UHC expansion. As a large provider of healthcare in the 
country, many mission hospitals were early exemplars of UHC in provision of free 
primary health and preventive health services,124 and continue to value principles that 
align with UHC aspirations. As this study demonstrates, while mission hospitals face 
numerous challenges (some of which mirror challenges increasingly faced by for-profit 




example, many mission hospitals have kept pace with external policy changes (e.g. CEA 
and NABH) while working hard to keep overhead costs low in order to maintain 
affordable pricing and continued care for the poor. Whereas government may have to 
work hard to entice for-profit providers catering to wealthy patients to open their doors to 
the poor, mission hospitals continue to value care for the poor and look for opportunities 
to expand charitable work in sustainable ways. Among mission hospitals that survive 
today, including hospitals in this study, there is a great deal of focus on improving the 
scope and quality of secondary and tertiary care, complying with national quality 
standards, and maintaining core commitments to provide advanced services to those who 
cannot afford to pay; commitments that all align with the goals of PMJAY. Many mission 
hospitals already have extensive experience as empaneled facilities with state and central 
government health schemes like RSBY, an early proto-type of UHC in India, which will 
eventually be absorbed into Modicare in the coming years. In addition to working with 
mission hospitals under the current scheme, Government might also work with mission 
hospitals to explore new forms of contractual reimbursement (beyond straight fee for 
service) as well as the best mode of delivery for services not currently covered by 
PMJAY, similar to the way government and mission hospital historically collaborated 
around HIV/AIDS care. Future examples might include long-term palliative care, de-
addiction programs, elder care, and longitudinal mental health care (currently only 
covered by PMJAY up to 10 days of hospital-based care).147  
 From the mission hospital perspective there are three important questions to 




hospitals to join Modicare? Technically, mission hospitals can become empaneled 
facilities if they are located in a state that has joined Modicare. While there are a small 
handful of states that are not currently participating in Modicare, it is likely that many of 
these “hold out” states will sign on to Modicare in the coming years. Other technical 
requirements include having at least 10 beds and appropriate human resource, equipment, 
technological inputs for services covered by the scheme (health facilities do not need to 
be able to provide all 1,300+ care packages). Certifications like NABH are not currently 
required for empanelment, which means that mission hospitals without these 
accreditations can still join. There are, however, higher reimbursement rates for hospitals 
with NABH certification.  
 Politically speaking, despite concerns that Christian mission hospitals face greater 
political scrutiny than their Hindu or secular counterparts, current policy language makes 
no reference to excluding religious health providers. In India’s 2017 National Health 
Plan, one of the key policy principles for progressive UHC expansion, was “inclusive 
partnerships”; a multi-stakeholder approach for achieving the country’s health goals. The 
policy outlined the plan for the government to make “selective purchasing” of secondary 
and tertiary health care from private providers, especially non-profit providers, to 
maximize the use of existing human resources and health sector infrastructure. 
 If Mission hospitals meet the technical requirements of empanelment, and are not 
discriminated against for being a part of minority religious health institutions, then the 
second question is how UHC expansion interfaces with mission hospital values and sense 




after the poor as an extension of healing ministry and embodying Christ’s mission on 
earth as one of the top priorities for mission hospitals going forward. Modicare explicitly 
aims to address the health needs of India’s 500 million poorest citizens. While there are 
many other ways for mission hospitals to meet the needs of the poor (discussed in the 
next section), there is a strong argument that supporting the largest national effort to 
address the health needs of the poor aligns with one of the core values of mission 
hospitals and demonstrates solidarity in caring for the poor, or, as one respondent put it, 
“working together with people on things you can agree”. Given the ongoing financial 
struggles many mission hospitals face, particularly in the domain of free and charitable 
care, it is also worth mentioning  preliminary results of a recent mission hospital survey 
demonstrating that mission hospitals empaneled with state schemes have improved 
performance in terms of outpatient volumes, inpatient occupancy rate, and greater 
provision of service to poor patients compared to non-empaneled mission hospitals in 
similar locations.148 
 The third question for mission hospitals is how partnership with Modicare could 
potentially threaten mission hospitals, as mutual concern for the poor can only go so far. 
If Modicare is not sufficiently funded and reimbursement rates fall short of real costs to 
the hospital, participation in the program could further threaten the financial health of 
mission hospitals. For example, one hospital in this study that participated in RSBY 
developed a paradoxical relationship with the scheme; both relying on it to cover the cost 
of care for poor patients, and being driven further into debt due to stalled reimbursement 




pointed out the potential for Modicare to distort public spending towards tertiary care, 
causing people to bypass primary care services, and instead receive higher rates of 
hospital-based care and potentially higher rates of unnecessary treatments.149 In light of 
these cautions, mission hospitals must be aware of the potential for patients to come in 
much higher numbers and that revenue from financially capable patients may be 
inadequate to cross-subsidize the larger population of poor patients (even though the need 
for cross subsidy will be less given Modicare reimbursements). There will also be a need 
for more working capital to fund infrastructure required to sustain services and quality 
certifications. There is also the risk, as respondents at one hospital in the study articulated 
quite well, that joining government health schemes might mean losing independence and 
flexibility. 
 These concerns are important for mission hospitals to examine, and will likely 
preclude some from seeking empanelment. However, mission hospitals might also 
consider addressing potential challenges of joining Modicare with the same resilience 
strategies employed in the face of other challenges. For example, CEO of Modicare, Indu 
Bhushan, openly admits that expansion of the program will take time, and require much 
learning and adjustment along the way.140 If mission hospitals join Modicare as a united 
whole, they may collectively develop ways to keep overhead costs low to more closely 
match reimbursement rates, which could, in turn allow them a national platform to share 
some of their best practices and innovations on behalf of patients. Second, mission 
hospitals could collect their own data on the outcomes of joining Modicare from the 




on patient outcomes, volume, and direct and indirect costs to mission hospitals, among 
other topics. Analyzing and sharing this data with state and national leadership could help 
make a meaningful contribution to the scheme and its improvement. It could also elevate 
the reputation of mission hospitals for being open, transparent, and full-hearted 
participants in a country-wide effort to care for the poor.  
 
 
3.2 Beyond UHC 
 Over-emphasizing the promises of UHC is inadvisable for state and non-state 
actors alike.150 While there is clear scope for mission hospitals to potentially participate 
in India’s efforts towards UHC, some researchers caution against church health services 
becoming a substitute for or being fully co-opted by government,9,126 advocating instead 
that mission hospitals maintain a “complimentary” role to government.52,126,151 Therefore, 
it is important to consider opportunities beyond UHC that will allow mission hospitals to 
“meet a need” and attend to the health of the whole person (body, mind, spirit).  
Throughout interviews, study respondents mentioned many promising areas for mission 













Drug and alcohol abuse 
Elder care 
Palliative care 
NCDs (e.g. diabetes, heart disease, cancer, adherence support), 
particularly among poor and middle class 
Innovation 
Telemedicine 
Expand health, wellness, and prevention programs 
Strengthen IT and transparency initiatives 
Research  
Mission hospital insurance schemes (e.g. community health 
insurance) 
Pooled procurement  
Human 
Resources 
Expand clinical training programs and distance learning programs, 
particularly in auxiliary health, hospital management, health 
leadership, quality improvement, information technology, research 
methodology, and public health.   
Use existing human resources to meet the health needs of the 




Unite to demonstrate sound, ethical, health policies that can 
elevate collective advocacy at the national and state levels.  
Strengthen existing relationships between mission hospital 
networks through the Christian Coalition for Health, or perhaps 
establish a new umbrella organization.  
 
 During the fieldwork portion of the project, I witnessed examples of many of 
these ideas already underway, indicating scope to deepen experimentation, conduct 
evaluations, and spread good ideas throughout the broader mission hospital network. 
While an expanded explanation of each opportunity is beyond the scope of this chapter, a 
few comments are warranted for each opportunity category. 
 Attending to health and wellbeing at the margins of society is an aim that will 




continue to change. It is interesting to note that respondents did not say that mission 
hospitals are meant to meet health needs; they simply said “meet a need” or “meet the 
need”. This means that attention must be paid not only to explicit health conditions like 
the increasing rates of chronic disease, but also to the other issues that hamper human 
flourishing, for example negative effects of rapid urbanization, drug abuse, depression, 
and elder care,13 as well as what public health practitioners would call the social 
determinants of health. The statistics of India’s top “needs” could fill an entire 
dissertation, and mission hospitals certainly cannot meet all needs; but within their 
specific contexts around the country, each mission hospital should closely consider and 
respond to the needs of the surrounding community, particularly the most overlooked 
members of the community.   
 Mission hospitals and mission hospital affiliates in India have a rich history of 
innovation. One example is a program called Jamkhed, founded by two mission hospital 
graduates, which informed a new paradigm for community health engagement in India 
and was one of the case studies used in the development of the Alma Ata declaration.152 
There are many areas of innovation currently underway within mission hospitals and 
mission hospital networks. For example, throughout 2018, the Catholic Health network 
began building an online platform for more than 30 Catholic hospitals and clinics across 
the country to participate in joint procurement. Early data shows cost savings of over 
$101,000 USD (Rs. 73 lakhs) and there are now plans to expand the program to all 
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Catholic health facilities across the country.153  While there are a few successful pooled 
procurement programs in other contexts,154 it is important for mission hospitals to note 
the documented challenges of sustained pooled procurement programs. For example, 
empirical studies find that price is often not related to volume in joint procurement 
programs so much as related to the ability of purchasers to make prompt and reliable 
payments, have regular predictable orders, and frequent communication with their 
suppliers.155 Mission hospitals in India might further consider learning from successful 
models of faith-based medicines wholesalers in Kenya and Uganda.156,157 Another low-
cost, high-yield way mission hospitals might lower costs is through pooled market 
intelligence: sharing information within the mission hospital network about suppliers, 
product prices by volume, and medicine quality. This shared information can become an 
important purchasing tool as hospitals negotiate with suppliers. An example of shared 
market intelligence is drug prices guides produced by groups like Management Sciences 
for Health,158 which might be both a benchmark and a model for the Indian mission 
hospital network.  
 As mission hospitals experiment and innovate, it is important that they share their 
learning not only with each other, but also with the broader community. This can be done 
through formal research and publication on the outcomes of innovative programs. For 
example, one recent study on Indian mission hospitals found that the most important 
drivers of innovation were providing a platform for community members and lower 
levels of hospital staff to share feedback with the hospital, and having a diverse board 




 To help address India’s chronic human resource shortages in rural areas,159 
mission hospitals can continue to build on existing platforms of medical education to 
train a new generation of public health and medical professionals willing to serve in 
underserved areas. Several mission hospitals in this study had distance learning 
programs, aimed at filling the human resource gap, particularly in underserved rural 
areas. During the field study I also observed the critical role of non-clinical 
administrators and leaders at nearly every facility included in the study. These were 
typically young or middle-aged professionals with training in a variety of backgrounds 
(e.g. human rights, management, business administration, public health) that were 
working hard to help mission hospitals keep pace with the constant political, social, and 
health policy changes. While traditional MBBS programs are currently adapting to the 
new laws about medical school admission, mission hospitals and their affiliated medical 
schools could bolster allied health and public health training, as well as training in 
management, health leadership, quality improvement, and information technology; 
important building blocks for all mission hospitals to address existing gaps. Broadening 
the scope of training and education could also encourage recruitment of a very different 
type of young person who might not have clinical interests, but who may have strong 
commitment to mission hospital values and aspirations. It is also important that education 
initiatives are developed with spiritual sensitivity and integrated into the larger vision for 
what it means to “meet a need” within the context of Christian mission hospitals.  
 Finally, mission hospitals can unite and use their collective voice to advocate for 




such advocacy through the Christian Coalition for Health in India (CCHI) which brings 
together the main Catholic and Protestant mission hospital networks and medical schools. 
However, more than one respondent shared that the potential of CCHI was hampered by 
limited funds and the outsized influence of a few institutions. Going forward, either 
through a strengthened-CCHI or a new umbrella organization, mission hospitals might 
consider working together to fund and deploy advocacy with central and state 
governments. Additionally, and importantly, an umbrella organization could also 
advocate for sound policy making within mission hospitals. Such an organization could 
gather the best learning, innovation, and practices from across the wide mission hospital 
network and become a resource for shared learning and support.  
 
Implications for Macro Health System Resilience, Limitations, & Future Research  
 
The relationship between macro and meso health system resilience  
 While this project focused on everyday resilience within the meso mission 
hospital health system, it is important to note that resilience of mission hospitals helps 
strengthen the overall resilience of the macro Indian Health System. In their work on 
health system resilience, Kruk et al. claim that health systems are strengthened by a 
diversity of health actors. The more resilient each type of health actor (public, private, 
charitable, mission hospital) the more resilient the whole system against stresses, and 
particularly, major shocks.86 Other researchers in the African context have described 
mission hospitals as “buffers” for the resilience of the entire health system; for example, 




and paying staff a little less than other sectors in order to buffer patients from rising costs 
of care.160  In India, the continued resilience of mission hospitals can contribute to the 
strength and resilience of the broader health system, most critically in places where 
government and other providers are not currently operating.  
 
Implications for government 
 Described in Chapter 1, many Indian policy makers recognize the need to engage 
with the non-government sector, but “action has lagged behind rhetoric. Government has 
little expertise and preparation in how to work with the non-government sector. Much 
learning is needed.”75 If the Government of India wants to include non-government 
actors, including mission hospitals, in their vision for a healthier India, efforts should be 
taken to improve coordination, communication, and, ultimately, trust between 
government and the various sub-sectors that exist among “non-government” providers. 
For example, some mission hospital respondents questioned the long-term viability of 
participating in efforts like Modicare; will the government continue to have preference 
for selective purchasing from charitable providers? How long will funds be available, and 
will these funds be a reliable source of income? Will new policies around quality and 
service delivery be sensitive to the constraints of health providers operating in low-
income and rural areas? To help address these questions, Government of India could 
establish a consulting mechanism for sharing, coordinating, and planning among India’s 
charitable health sector. Such a mechanism could help guide charitable providers through 




India could also include charitable providers in training courses and workshops for public 
sector employees (and mission hospitals could respond in kind), and help address human 
resource gaps among charitable providers who operate in hard to reach places. The 
mechanism could also create a platform for charitable providers to share their experiences 
and learning from the frontlines of health delivery (without fear of retribution), and use 
these inputs to inform future health policies. While there is a wide range of charitable 
health providers in India, mission hospitals represent a significant proportion and could 
therefore be an excellent group to liaise with in establishing such a mechanism.  
 
Limitations:  
 This project set out to be an interdisciplinary mixed-methods study that employed 
both qualitative and quantitative data. Given my limited resources, it was not possible to 
collect comprehensive quantitative data at each site (for example, patient delivery data or 
financial data), which hampered the goal of robust quantitative analysis. Better 
quantitative data could have provided the opportunity to look more carefully at the 
relationship between everyday resilience and improved or expanded delivery of quality 
health care services, or the ability to investigate the fiscal health of each facility, 
compared to their categorization as strong, recovering, declining, or weak. Despite these 
limitations, I used triangulation to corroborate a voluminous amount of interview data 
with mission hospital material like annual reports, history books, pamphlets, newsletters, 
and journals to produce the analysis throughout the dissertation. In addition, I reviewed 




and contrast the findings of this study. These other PhD theses deployed surveys 
throughout the Protestant and Catholic mission hospital networks to get a better 
understanding of mission hospital health systems (reliable and valid quantitative data is 
scarce across the board!). While these surveys are currently being analyzed, eventual 
triangulation of the findings with my thesis will present a more comprehensive picture to 
mission hospital leadership, and possibly joint publication.  
 Other limitations of the study include a limited sample of mission hospitals, 
potential bias in sampling both hospitals and interviewees, and the way my role as a 
foreign female adjusted the tone and content of interviews. All three of these limitations 
will be moderated, in part, by triangulation with the two studies mentioned above, both 
conducted by male Indian nationals. Interestingly, some mission hospitals hosted all three 
of our projects, allowing for further analysis that may potentially mediate researcher 
subjectivity, and help tease out the compounding influences of religion, region, and 
generational difference that influence mission hospital challenges, responses to challenge, 
and future strategies.    
 Despite the limitations inherent in small qualitative studies like mine, policy 
makers are increasingly leaning on qualitative evidence to understand various 
socioeconomic contexts, health systems, and communities.111 Qualitative research, 
particularly when synthesized across individual studies, is a key approach to inform the 
development of guidelines, address implementation considerations in diverse settings and 
complex health systems like India’s.111 As such, the potential contributions of this study, 





“I thought that my voyage had come to its end at the last limit of my power – that the path 
before me was closed, that provisions were exhausted and the time come to take refuge in 
silent obscurity.  
But I find that thy will knows no end in me. And when old words die out on the tongue, 
new melodies break forth from the heart: and where the old tracks were lost, new country 
is revealed with its wonders”  
- Rabindranath Tagore, Gitanjali XXXVII161 
 This project set out to understand the current challenges facing mission hospitals 
in India, explore responses to those challenges, and describe how mission hospitals might 
contribute to India’s health care system going forward. This dissertation expands our 
understanding of the top challenges for mission hospitals in India and the organizational 
capabilities that can promote everyday resilience of mission hospitals. The dissertation 
also illustrates how religious values, identity, practices, and relationships shape the 
discourse around challenges and responses to challenges, and at times fuel features of 
everyday resilience. The dissertation also demonstrates that the EDR framework can be 
used to study everyday resilience among FBHPs, and highlights ways that the framework 
might be strengthened. By exploring participation in UHC and beyond-UHC, the 
dissertation describes how mission hospitals might continue to play a vital role in India’s 
healthcare system going forward; persistently meeting unmet health needs, resisting 
enrichment in order to make all levels of healthcare accessible and affordable for poor 










APPENDIX A: Mission Hospital Interview Questions 
Personal History 
1. How long have you worked at [Mission Hospital Org] and in what capacity? 
2. What drew you to [Mission Hospital Org]?  
3. How has your faith played a role in your work and leadership at [Mission Hospital 
Org]? 
4. How would you define a Mission Hospital?  
 
History 
5. Can you tell me a little bit about [Mission Hospital Org]’s history? How it started? 
How it grew? 
6. Can you tell me about the 2-3 biggest challenges [Mission Hospital Org] faced over 
its history and how the [Mission hospital] responded?  
7. How did faith play a role in [Mission Hospital Org]’s responses to challenges and 
opportunities over its history?  
 
Today 
8. What are the greatest pressures facing [Mission Hospital Org] today?  
9. How is [Mission Hospital Org] responding to these pressures? 
10. What are [Mission Hospital Org]’s greatest strengths and opportunities today?  
11. How does your faith play a role in [Mission Hospital Org]’s strategic decisions for the 
future?  
 
Mission Hospitals in India  
12. How has the role of mission hospitals changed in India during your time?  
13. How has [Mission Hospital Org] played a role in mission hospital leadership? 
14. How do you think patients view mission hospitals? What brings them here?  
15. What draws people (doctors, nurses, administrators, others) to work at Mission 
hospitals today? How has this changed/not changed from the past? 
16. What would the ideal role of mission hospitals in India?  
 
Closing questions 
17. What other religions are doing good work in health?  
18. What is most important about [Mission Hospital Org] that you would not want to see 
changed?  
19. Is there anyone else you think I should speak with?  
20. Would you be willing to speak with me again if I have follow up questions to clarify 













2010 - 2017 
Shock Stress 
Political*  
Rise of BJP Government (Central & 
State) X X X 
Economic Growth    X 
Cash Crisis (2016-17)  X  
Social *  
Changing expectations among 
patients X 
 X 
Lack of trust towards the medical 
system 
  X 
Rise of Nationalism  X X X 
Regional Tensions    X 
Changing expectations of "work 
culture" and "work environments" X 
 X 








2010 - 2017 
Shock Stress MACRO HEALTH SYSTEM  
MESO (MISSION HOSPITAL) 
HEALTH SYSTEM 
Governance*  
Clinical Establishment Act (CEA) X X X 
National Eligibility and Entrance 
Exam (NEET) X 
 X 
National Accreditation Board for 
Hospitals (NABH) X 
 X 
Unregulated Private Sector    X 
Poor governance structures X  X 
Changing leadership     X 
Changing relationship between the 
hospitals and affiliated 
church/mission body 




Legal struggles (land, lawsuits, etc.) X  X 
Information  
Poor, but slowly improving public data   X 
Insulated from public and corporate 
information flows 
  X 
Variable information and records 
systems (still largely paper based)  
  X 
Poor information flows between 
mission hospitals and the mission 
hospital networks (e.g. CMAI survey 
challenge)  
  X 
Financing*  
Expanding Public Insurance Schemes X X X 
Limited public spending for health   X 
More money flowing towards 
private, for-profit healthcare 
(through out of pocket expenditure 
and private insurance) 
X X X 
Increasingly regulated foreign 
contributions (FCRA) X 
 X 
Expanded scope for certain forms of 
direct foreign investing health 
  X 
Corruption within corporate and public 
sectors X 
 X 
Increasing operation and facility 
costs X 
 X 
Pressure to increase staff salaries X  X 
Changes in foreign funding (Both 
abrupt and slow); in addition to 
FCRA challenges 
X  X 
Corruption (within Mission Hospital or 





Expanding public health services 
(Focus: PHC; MCH) X X X 






Epidemiologic Transitions: NCDs, 
palliative care, mental health 
  X 
Continuing care for the poor X  X 
Aging infrastructure X  X 
High volumes X  X 









Public Sector Shortages   X 
Growth of public health sector careers 
(e.g. Nursing) 
   
Growth of private sector medical 
employment X 
 X 
Staff shortages X  X 
Providing for staff children education   X 
Changing work expectation from 
younger generation X 
 X 
Older staff aging out   X 






Medicine shortages in public sector   X 
Growth in private sector role in 
medicines and technology  X 
 X 
Rising pressure to have newer 
technology  X 
 X 
Prohibitively high cost of medicines    X 
 
Other*  
Theological/internal debates about 
"mission"  X 
 X 
Lack of time… to plan, dream, think, 
connect with other leaders, rest… X 
 X 
Impact of Environment: Floods, 
drought, heat 
 X X 
* Symbolizes a key area of challenge; Bold symbolizes challenges that will be explored 




APPENDIX C:  Expanded Resilience Responses with Rationale 
Sample of responses to pressing challenges facing Mission Hospitals with Rationale  










































Trying to meet 
new standards 
for staff and 
patients 
X 
   
Many (if not all) hospitals (are doing some version of 
absorbing the changing expectations, trying to meet some (but 
never ALL) of changing expectations among patients and staff. 
Most of these efforts seemed to have the goal of keeping the 
system running "as is" vs. changing the system (either 
incrementally or dramatically). 
Payment Ratios X 
   
Payment ratios (e.g. 4:1 ratios whereby the highest paid staff 
are never paid more than 4 times the amount of the lowest paid 
staff) have existed for some time at a few mission hospitals, 
but they continually evolve, indicating that hospitals who 










This is an example of an old strategy being deployed to adapt 
to a new circumstance. Camps and rallies were often used to 
inspire young people towards missions service. Due to the 
decline of Mission Hospital HR, these camps are being used 
again at medical colleges to inspire Christian young people 




These camps are increasing in popularity, with the expressed 
aim of incrementally changing the system, which is why I 
selected "adapt" over "absorb 








   
These strategies aren't "new", rather, they embody renewed 
emphasis in the current context 
Leaning on 
minority status  
X 
















































hub and spoke 




Faced with the risk of closure, the network of Catholic-run 
health clinics partnered with a protestant hospital network to 
develop a "hub and spoke" model whereby the attending 
physicians at the protestant hospital could "oversee" the work 
of the Sister nurses working in outlying areas. This response to 









Faced with the risk of nurse-run Catholic clinics being closed 
for non-compliance with the CEA, the Catholics were faced 
with a series of bad options: close or upgrade the training of 
ALL the nurse nuns in the network. They chose a third option: 
fundamentally re-think the role of the sister/nurses in these 
communities. Instead of running clinics that patients had to 
come to, they have re-trained these nurses in batches to 
become community health educators; going OUT into their 




services, including a full suite of natural and Ayurvedic 
remedies. TRANSFORMATION. 
Shut downs 
   
X Many clinics DID close. These closures indicated a lack of 













In the case of one newly recovering hospital, the hospital was 
in active crisis largely due to internal mismanagement and 
greed. The new hospital director would only accept the job on 
ONE condition: The relationship between the hospital and the 
church HAD to change. This was a total transformation. This 
type of "re-arrangement" between hospital and church 
leadership reflects other, historic changes at three other 









In some places governance, transparency, and the relationship 
with the church (esp. those who have foreign affiliations) are 
changing largely due to legal and policy compliance. These 
changes have forced incremental change on the governance of 
these hospitals, indicating a level of adaptation vs. simply 
absorbing the changes. 
Lack of 
response  
   
X In some places, there are neither radical or incremental 









+ Responses to 
corporate 
healthcare with 











While "corporate" is often used in a pejorative way among 
mission hospital actors, and/or seen as a threat, some mission 
hospitals are engaging directly with corporate counterparts. 
These are adaptive strategies whereby mission hospital leaders 
are actively learning from (and hoping to influence) the 
growing corporate sector. This is also a strategic move as 
many corporate healthcare leaders hold national positions and 






Even while many mission hospital respondents bemoan the 
influence of corporate actors, changing social expectations 





from corporate  
increased competition coalesce to bring mission hospitals to 
incrementally upgrade existing facilities and even build new 
ones. These responses are adaptive because they 
fundamentally, and incrementally change the look, feel, and 





   
The idea of "resisting" corporate culture was something that 
emerged in interviews, although even in places that would 
claim to embody such resistance, there were many changes 
like facility upgrades and integration of tertiary services. The 
idea here seemed to be maintaining an ethos and a way of 
practice that did NOT echo corporate greed and the focus on 
money or healthcare as an industry. A few places voiced this 
passion for resistance much more strongly than most others. 
This was advocating to keep things as they are, absorbing the 
upgrades and "modern" changes without having these things 







For many years, and in some cases for all of their existence, 
mission hospitals have used patient fees to generate income. 
The use of private wards - or the construction of new private 
wards - extends the strategy of using patient fees by building 
wards designed for patients that can afford to pay for "extras" 
such as private rooms, catered meals, TV, internet, and around 
the clock nursing care. Most mission hospitals claim that 
private patients receive the same medical treatment as regular 
or poor patients but are simply provided more amenities.  
These adaptations are justified by hospitals as bringing in 







This response is the product of pragmatic realization that the 
mission hospital can no longer sustain all of its former 
activities. Sometimes this is due to epidemiologic changes, 
sometimes this is because new services being offered are 
utilized more than old services, and other times it is simply 




department or service. Regardless of the cause, selective 
closures operate as "limited adjustments that allow the system 





   
Introducing or increasing patient fees has been a long-held 
strategy of many mission hospitals. The approach to these 
setting fee schedules, and the growing middle class (which can 
afford to pay more) might "look" or "feel" different in modern 
mission hospital settings, but this strategy has long been 

















While mission hospitals have engaged with government in a 
variety of ways throughout their history, becoming empaneled 
providers in India's recent surge of public health insurance 
schemes is a new, adaptive strategy to offset the cost of care, 
especially for poor patients. In current times, many mission 
hospitals feel that care for the poor with additional inflow of 
funds, might exhaust their absorptive capacities, leading to the 
adaptive strategy of partnering with government schemes. The 




X    These strategies aren't "new", rather, they embody renewed 







   
Other mission hospitals are NOT empaneled (even though they 
experience the same concerns about financing care for the 
poor) because they feel the costs of empanelment are too high. 
Instead, they chose to absorb the increased costs of care and 
find other strategies to maintain system function.  
Continuing care 









While historically, mission hospitals had large free-care wards 
for the poor, many mission hospitals have increasingly 
introduced user fees, even nominal ones within the main 
hospital setting. Although concessions are given and the poor 
are still accommodated, totally FREE care has been moved to 
new facilities or settings outside the main hospital building. 
















This response mirrors the rationale for introducing patient fees, 
the classic cross-subsidy response. Other responses like private 
wards are an adaptive strategy. System resources have to be 
closely managed to make the cross-subsidy model work; some 









While the "death" of an individual mission hospital might 
seem like a non-resilience response, letting some hospitals die 
is actually an adaptive response from the perspective of the 
larger mission hospital network. Some hospitals face a series 
of conditions and challenges that are impossible to manage or 
overcome given the hardware and software resources 
available. Allowing things to die is a way of implementing an 
adaptive strategy that will, in the end, allow the larger mission 
hospital system to continue to function.  
Rebuilding & 
building anew 
X X X 
 
"Building buildings" falls into each of the three resilience 
responses depending on the location and the level of “change” 










   
"Wearing multiple hats", "working from dawn to dusk", "no 
time to think"… these are expressions heard in numerous 
interviews depicting how hard people work at mission 
hospitals to fill in the gaps of HR shortage. This is an 
absorptive strategy, taking on the strain of HR shortage, 
without changing system function. Although, in practice, this 
“absorptive response” typically results in other stresses as 
people are stretched thin and can't produce thoughtful work or 
long-term strategy. 
Developing 




Training courses have long been a part of MH culture (esp. 
MBBS, nursing, and allied health training), the types of 
training (including methodology) are rapidly adapting to meet 





APPENDIX D:  Expanded Rationale for Organizational Capabilities of Mission Hospitals 
ORGANIZATIONAL CAPABILITIES OF MISSION HOSPITALS (N=11) KEY 
WEAK: This capacity only exists in small ways; not 
consistent or robust  
MODERATE: This capacity exists, but with 
limitations 














Social/Corporate/HR challenges: While they 
already have one of the most advanced 
facilities and strong employment incentives 
(housing, retirement, education, prestige) they 
too are engaged in facility-wide upgrades and 
upgrading employment/retirement incentives; 
Policy Challenges: with NEET, they lean on 
minority status and status of institution; 
Corporate challenges: Building a new 
advanced medical center to compete with 
corporate hospitals and to relieve strain on 
existing facilities; HR challenges: Continually 
expanding training courses and try to keep 
their trainees on site 
STRONG STRONG STRONG Ranking rationale: STRONG cognitive: This hospital 
has a long track record of open debate about the problems 
it faces and the types of options they have for response. 
They have a clear sense of mission (although this is 
interpreted differently in different eras and by different 
groups). STRONG behavioral: This hospital has an 
incredible amount of agency, and while they work across 
Protestant denominations, they are not under control of a 
single church entity. STRONG contextual: This hospital 
consistently deploys hardware/software resources to 
respond to challenges. They lean heavily on software 
resources to navigate divides and build consensus when 






Political challenges: They are very compliant 
with laws, but also push back on laws they 
feel are unjust or corrupt; Policy challenges: 
they have made systematic upgrades to keep 
pace with regulatory standards, but don't go 
"beyond" those standards due to their vow of 
simplicity and rural service. Public/Corporate 
competition challenge: They don't currently 
face competition as they work in a remote 
area. HR challenges: While they often stretch 
staff thin (everyone wears multiple hats, esp. 
the founders) they attract new people with the 
promise of a quiet/simple lifestyle that is 
available in the area. Governance challenges: 
they are not affiliated with a church body, but 
do lean on resources from other mission 
hospitals and Christian medical schools, 
thereby mitigating many of the governance 
challenges facing other hospitals  
STRONG STRONG STRONG Ranking rationale: STRONG cognitive: This hospital 
has a clear sense of who they are and how they want to 
serve their local community. They are lucid about the 
challenges they face, the reasons for past successes, and 
the reasons that some of their projects or ideas failed. 
STRONG Behavioral: This hospital has an enormous 
amount of autonomy. They are not beholden to an outside 
church or religious body and generate income through a 
variety of local fundraisers and internal revenue 
generating activities. STRONG contextual: They actively 
deploy hardware and software resources to respond to 
challenges and lean heavily on the personal (and now 
professional) network of the founders to help address 






Social/Corporate/HR challenges: Trying to 
meet employee and patient needs through 
facility-wide upgrades and employment 
incentives. Policy challenges: just received 
NABH entrance status, hoping CEA doesn't 
impact them, but the NABH improvements 
map onto CEA requirements well. Social 
Change/Service Delivery challenges: They are 
trying to resist too many changes to their ethos 
and their approach to serving low income 
patients. Expanding Public service challenge: 
They are struggling with the growth of public 
sector, particularly MCH incentives. They 
don't appear to have a strong solution for this 
yet, but as they offer a diverse set of clinical 
(revenue generating) services, the decline in 
deliveries has not overly impacted their 
bottom line. HR challenges: They heavily use 
junior doctors and have expanded their local 
training programs for nursing, medical aids, 
pharmacy, registration filing systems etc.  
MODER-
ATE 
STRONG STRONG Ranking rationale: MODERATE cognitive: While the 
hospital generally understands the key challenges it faces, 
there are some discrepancies between the older and 
younger generation about the sources of the most 
pressing challenges and the best way to respond.  
STRONG Behavioral: This hospital has a longstanding 
tradition of autonomy and agency, particularly from any 
foreign or external sources of funding, and from any 
external church body.  STRONG contextual: This 
hospital has long used its robust software resources to 
overcome limited hardware resources and achieve 
remarkable service delivery outcomes. Although there are 
sources of internal strain, the hardware/software features 
of the hospital seem healthy overall and likely to help 






Social/Corporate/HR challenges: Just 
completed a new facility for private patients, 
currently offer competitive services compared 
to corporate, try to provide staff housing to 
offset wage gaps; Policy challenges: Led the 
way with NABH certification and CEA 
compliance; Governance challenges: 
Anticipated challenges and re-configured the 
relationship between hospital and church in 
the late 1980s. HR challenges: Offer staff 
housing, help with children's tuition, and 
provide a strong "community" feel through 
chapels. They also offer a range of in-house 
medical training programs for local workers 
who would then presumably work at the 
hospital. Care for the poor challenge: They 
have a robust community health department 
that runs largely in off-site locations 
STRONG STRONG STRONG Ranking rationale: STRONG cognitive: the hospital has 
demonstrated capacity to understand challenges and 
develop appropriate strategies; STRONG behavioral: the 
hospital has a strong sense of autonomy, albeit, a shared 
autonomy with another mission hospital that helps 
oversee governance functions. The church arm is still 
present but has a limited role/vote on the board. 
STRONG contextual: they consistently seem able to use 
their hardware and software resources to effectively 
maintain and expand service delivery in the heart of one 
of India's largest cities.   
Strong 
5 
Social/Infrastructure challenges: They have 
made incremental upgrades to their facilities 
over the years in keeping with state 
regulations, although they are not going after 
NABH certification ("Too much"). They 
received a large grant from a private Indian 
foundation to build a new tertiary facility, 
which is nearly complete. Public expansion 
challenge: They are not empaneled with 
RSBY or state schemes, as the requirements 
are too onerous. In the words of the director, 
"there's enough patients for everyone". They 
have partnered with the government on 
numerous programs and national councils, 
esp. in the area of community health.  
STRONG STRONG STRONG Ranking rationale: STRONG cognitive: this hospital 
has a firm grasp on the nature of challenges it faces and 
consistently develops appropriate responses. They have a 
clear sense of mission, although the new hospital building 
is likely to have an impact on their community image and 
sense of identity. STRONG behavioral: this hospital 
operates with an enormous amount of agency and a fairly 
healthy/balanced relationship with local church board 
members. STRONG contextual: They have been able to 
deploy hardware and software resources to respond to 
various challenges throughout their history and in present 
times. This is enhanced by strong/consistent leadership 
running the overall hospital, the community health 






Governance challenges: Totally reframed the 
relationship with the church/local bishop; 
Social/Corporate/HR challenges: Trying to 
meet employee and patient needs through 
systematic upgrades and payment increases; 
Utilizing the local MH network to highlight 
improvements and build social capital 
STRONG STRONG STRONG Ranking rationale: STRONG cognitive: the hospital 
director had a very clear grasp of the challenges facing 
the hospital, and which ones were due to internal 
mismanagement (most) rather than outside 
pressure/competition. STRONG behavioral: After the 
hospital created a new relationship with the Bishop, they 
have been able to operate with a great deal of agency. 
STRONG contextual: It seems the hospital has been 
judicious in its use of hardware to address the most 
pressing issues (money, HR, infrastructure), which has all 
been made possible through hospital software (strong 
leadership/vision). It remains to be seen whether or not 
the hospital can sustain this trajectory and translate the 
director's passion/vision throughout the whole institution 
so it doesn't rely solely on his energy/initiative.  
Recovering 
2 
Social/Corporate/HR challenges:  Trying to 
meet employee and patient needs through 
systematic upgrades and employment 
incentives; Changing political climate: Due to 
their urban location, they judiciously ensure 
that they are compliant with any and all 
regulations; The hospital director has worked 
hard to develop strong relationships with local 
political leaders in healthcare and with the 
local, regional, and national private sector.  
Financial challenges: To grapple with lost 
foreign funds and rising cost of care, they 
have expanded their private wards and fee-for 







Ranking rationale: This hospital is "MODERATE" in 
all three categories in large part due to the role of 
foreigners, which has often impinged upon the ability of 
the MH to have a clear sense of purpose, a full sense of 
agency, and the unfettered ability to utilize all available 
hardware/software. Not all foreign engagement is a net 
negative, in many ways, the hospital would likely not 
exist today if not for foreign intervention, but there are 
many examples of foreign engagement making matters 







Social/Corporate/HR challenges: Trying to 
meet employee and patient needs through 
facility-wide upgrades and employment 
incentives; Corporate challenge: Trying to 
compete with an updated suite of services, 
although they confess that they are not sure 
the general public knows about/appreciates 
their efforts; Financial challenges: Increased 
patient fees, scale up of tertiary services, 
employing older physicians and utilizing 







Ranking rationale: MODERATE cognitive: The 
premise for hospital improvements seemed to be 
somewhat reactive to corporate competition as opposed 
to a well thought-through strategy; MODERATE 
behavioral capacity: The hospital seemed to have 
somewhat limited agency due to their relationship with 
the church and seemed be just barely keeping ahead of 
the curve as opposed to anticipating upcoming 
challenges. MODERATE contextual capacity: selected 
because there seemed to be scope for them to utilize their 
networks even further (software) and make more strategic 
use of hardware features  
Declining 
1 
Financing challenges: Reaching out to 
external funders like WHO/Gates for project 
specific work, they seem to lean heavily on 
sponsored projects and the nursing school; 
Infrastructure challenges: Select 
improvements (they used to be the leaders 
with oncology, but now the equipment is in 





WEAK Ranking rationale: MODERATE cognitive:  It seems 
they have a fairly solid grasp on the challenges facing the 
hospital, although it is unclear if there is alignment 
among hospital leadership. MODERATE behavioral:  
The hospital has a fair degree of agency to respond to 
challenges as they see fit, although they do operate within 
constraints of external funders. WEAK contextual: This 
hospital lacks the resources (hardware, like people and 
money), and software, like a strong network nationally 
and (oddly enough) locally, to enact changes. They seem 
to have a somewhat complicated relationship with the 






Social change/Aging Infrastructure challenge: 
Through several ASHA grants from USAID, 
the hospital has undergone massive 
infrastructure improvement projects. Although 
it's in a very rural area, they aspire to build 
state of the art tertiary care services. Policy 
change: The hospital worked hard to become 
compliant with CEA standards. They have a 
compliant blood bank which sits largely 
unused, but in perfect condition.  Governance 
challenge: The hospital has a very 
complicated relationship with the Church, 
strong arm tactics are used on all sides. HR 
challenge: The hospital director has tried 
several creative schemes to attract young 
healthcare professionals to stay and work at 
the hospital (e.g. swimming lessons), a large 
guest house was also being built to 
accommodate guests who can volunteer their 
services. The hospital is in a lawsuit against 
former employees who are "squatting" on 
hospital-owned land; Public expansion 
challenge: The hospital has engaged heavily 
with the RSBY program, which covers most 
of their charitable care for BPL populations. 
The government consistently does not make 
timely payments, leading to a large and 
growing deficit.   
MODER-
ATE 
WEAK WEAK  Ranking rationale:  MODERATE cognitive: The 
hospital did have awareness of its challenges and a fairly 
well-developed suite of response strategies. WEAK 
behavioral capacity: The hospital seemed to be constantly 
fighting with the church, the local community, and even 
internally, to deploy responses strategies. The director 
exhibited a strong sense of agency, but this agency did 
not extend throughout the organization. Lengnick talks 
about "disciplined creativity"; while the hospital (and the 
director) have used an enormous amount of creativity and 
energy to get the hospital back up and running, 
"discipline" did not appear to be part of the process. 
WEAK contextual: the hospital was weak due to the 
overextension of the director and resulting ultra-
hierarchical structure, leading it to be incredibly 






Social change/Corporate competition 
challenge: They have made incremental 
upgrades to their facilities over the years to 
keep pace with expectations and increasing 
local competition. They received several 
ASHA grants in the past, but those have "dried 
up" for this hospital. Corporate challenge: they 
are trying to compete by providing specialty 
services, but there were few specialists on site 
and many seemed very overworked and 
stretched thin. Expanding Public services 
challenge: This hospital used to partner 
closely with the government through medical 
training, but in the end, they were on the 
losing end of this partnership. They participate 
in the state health scheme, but feel they barely 
break even and that requirements for 
empanelment are burdensome. Governance 
challenge: The hospital is in a legal row with 
the church over land rights/facility ownership. 
Aging infrastructure challenge: this hospital 
has a large campus in the center of a mid-sized 
town. While they've been able to build or 
upkeep some of the facilities, other parts of 




WEAK WEAK Ranking rationale: MODERATE cognitive: This 
hospital seemed to be fairly aware of the range of 
challenges it faced and the sources of those challenges. 
There was a bit of finger pointing among key informants, 
as well as some glossing over of deeper, more intractable 
issues facing the hospital. There was not a clear, unifying 
vision for the hospital's future, but no one was under the 
illusion that things were going well or that the conditions 
were likely to change any time soon. WEAK behavioral 
capacity: This hospital's agency seemed hampered by 
strained leadership and conflict with their affiliated 
church bodies. WEAK contextual: This hospital had very 
limited hardware and software resources. The resources 
they did have were not well deployed to respond to the 
challenges. Current hospital leadership is stretched to the 
near breaking point, which limited the thinking and 




APPENDIX E: Expanded Sample of Responses Describing the Current Status, Ideal 
Definition, and Future State of Mission Hospitals 
	




“If we don't change, they will all be closed down. Most towns and places have grown 
around mission hospitals. Now mission hospitals are in the centers of hubs with more 
people and more hospitals around them.” Retired Administrator, Semi-Urban, Protestant 
 
“Slowly, the fear is that mission hospitals will be chucked out to the sea. [Some mission 
hospitals] will survive because of their reputations, but smaller mission hospitals will 
struggle unless we define why we exist today.  
Originally, mission hospitals addressed clear needs. Now public health system can take 
care of the poor. “Mission” used to mean “free” but we can’t do that now. And we get a 
bad label because of that change.” Mission Hospital Association Administrator, Catholic  
 
“Many mission hospitals have lost their mission.”  Administrator, Semi-Rural, Protestant 
 
“As mission hospitals stand today, they won’t deliver on the goods at all. The wall around 
the mission hospital is quite a strong dividing wall. There are people who work in Mission 
Hospitals who will attend the wedding of a friend 1000 miles away, but they won’t know 
about or care to attend a wedding in their village or community. This is an example of not 
thinking “big to small”. You bring about change from within rather than without. I think 
this is a bit of a handed down culture, that emphasized “holy ground”, and not mixing 
with non-believers. There is no understanding of being in the world and not of the 
world…. Another problem is this thing about the mission hospital feeling “small”. [They 
say], “We are just a small candle burning in a dark country, we are just doing what we 
can.” That is not helpful, and it is not a Biblical understanding. We are people who are 
called not to be doers only, we are makers, influencers, people who participate. We 
should work with non-Christians and get them involved in the work. Have you heard of 
this term, “co belligerence”? It’s working together with people on things you can agree.” 
 Retiree/Mission Hospital Association Leader, Protestant 
 
 
Strong core:  
 
“Many people in mission hospitals care…people are here because they want their faith to 
be demonstrated. You ask them why are you here? They say, “Because I love Jesus”. So, I 
think that component has to come into this…it’s not just to bring some healing, it is 
because Christ loved me and I love others, therefore I’m in this mission hospital. 30 






“They [mission hospitals] have a purpose. It's not just healing ministry, you know, but 
something beyond.” Retiree, Semi-Rural, Protestant 
 
“There is nothing but us, not for over 200 kilometers. It would take a whole day to travel 
to another clinic. School children would suffer because there is no clinic near them; our 
presence is a blessing to poor people… We are the only ones they can come too if they get 
snake bites [because] government medicines have stopped. We care differently from 
others.” Healthcare provider meeting, Catholic 
 
 “We do not want to deny people care because they don't have money. When HIV came, 
we took many in because other hospitals would not treat them for routine care like 
surgeries or deliveries. We don't turn patients away. We treat them in the love of Christ... 
Patients come because [mission hospital] doctors listen. They touch. And they don't use 
unnecessary treatment. They come even for a second opinion. They come for Assurance” 
Physician, Semi-Rural, Protestant 
 
“Yesterday I was having a chat with a person who was helping me [at the mission 
hospital] about the increase in [patient] numbers and how they're coping. And he said, 
"Yeah, we get overwhelmed. But you know, when you look at other hospitals - what they 
are putting on advertisements on TV and in the press, saying, "come to our hospital we 
are offering you this and we are offering you that" - we don't advertise, anywhere. And we 
are struggling with the numbers because people come." So, I said, "Why do you think they 
come when it's so inconvenient and these lines are so long?" So, he told me, "There's a 
presence here." So, I said, "Whose presence?" Well, he said, "Two presences: God and 
[the founding missionary]." Retired Administrator, Semi-Urban, Protestant 
 
 
What is the definition of a mission hospital?  
 
Mission Hospitals as the “Healing Arm” of the Church: 
 
“To be a hospital that is there as a part of Christ's mandate to heal, teach, preach. The 
role of a mission hospital is to be the healing arm of the church.” Retired Administrator, 
Semi-Urban, Protestant 
 
 “Part of our mandate is to heal. We see in the New Testament for example, Jesus is 
preacher, teacher and healer. So, we, in a way, focus on the healing dimension… We as 
Christians have a mandate to heal, in the model of our master healer, Jesus himself. I 
strongly believe healing comes from God. God is the God of healing, and we are healing 
instruments in a sense. And we are also wounded healers; we can be healers if we see the 
mystery the wounded healer, Christ Himself, and how he became the source of healing 
here on earth. So, I also see [mission hospitals] as instruments of the church to bring 







Witness of Christ  
 
“Missio Dei is the starting point and the mission is God’s. Our calling is to listen to His 
music and dance to His tune. We are co-workers with God. God is a healing God. If the 
purpose of Jesus' incarnation is to show us what God is really like, and most of the 
gospels are about healing, [then] Jesus chose to use healing as an expression of the 
kingdom of God. Then what is healing? Healing is not just cure... It is restoration to the 
purpose of God. [Here the respondent quoted Philippians 2 5-8. 5) ‘In your relationships 
with one another, have the same mindset as Christ Jesus: Who, being in very nature[a] 
God, did not consider equality with God something to be used to his own advantage; 
rather, he made himself nothing by taking the very nature of a servant, being made in 
human likeness. And being found in appearance as a man, he humbled himself by 
becoming obedient to death— even death on a cross!” God does not Blitz the pain. [ He] 
shares the pain. The pain of Being Human. He took it on and it killed him. Our calling is 
to share the pain of people. Because that is where God is… so, we start with pain with 
one person. [But] then we think, “if I only had a building…” and that's how we anchor 
ourselves to mission hospitals instead of a more fluid sense of healing ministry. You 
cannot do mission as a noun.” Physician, Rural, Protestant 
 
“Mission hospitals are where the presence of God is felt, where the spirit of God is 
moving in the mundane” Mission Hospital Association Administrator, Protestant 
 
“When Abraham offered Isaac to God, we learned that we put God before everything else, 
before our tribes. Another reason is the value of Power over Truth. In many societies, the 
Gods are worshipped for their power… The Christian ethos is totally different, Though he 
was God, he became man… [Interviewer note: the respondent trailed off here, but was 




“Our role is clear: service to the poor who can't afford it. Ten percent of the population 
goes into poverty because of healthcare; sixty percent of a poor man's money goes to 
healthcare.” Healthcare Provider Meeting, Catholic 
 
“My father told me, “Never betray the trust of the poor. One day, the commitment to the 
hospital and the commitment to people will clash” Physician, Rural, Protestant  
 
Treating the rich and the poor:  
 
“Mission Hospital's don't mind if people are wealthy, or sinners; just come. [At] mission 
hospitals we don't put any barriers to our hospitals. That's the difference.” Mission 
Hospital Association Administrator, Catholic 
 
“Not everyone will be rich in the next 50 years. The mission hospital is for the benefit of 









“That's a mission [hospital]; the mission is to communicate the love of Christ through 
service, medical service. So that's our formulation. Jesus, Gospel, God's Kingdom. And 
then, out of that we developed a vision of the mission hospital. That is taking the healing 
work of Christ and through that we communicate Christ and the gospel. So broadly we 
can say it's that our faith, the foundation in Him, and the gospel gives us a different optic 
to see all things. And we are looking at the health scenario through that lens. A mission 
must be about: go to the place people need us most” Retiree, Semi-Rural, Protestant 
 
“A mission hospital is willingness to work with scarce resources.” Clinical Staff, Semi-
Urban, Protestant 
 
“Mission hospitals have an important role to play, both in primary care, secondary care, 
and service around the area… Service should be affordable, which means the doctors 
must be willing to commit themselves to a salary which is less than their colleagues...and 
work with the government as much as possible so that you make use of the government 
resources.” Retired Administrator, Semi-Urban & Rural, Protestant 
 
 
What role should mission hospitals play in India, going forward?  
 
Meeting a need (one of the most consistent phrases across sites):  
 
“But if you look at the spread of where they're located--the missions--there was an 
emphasis to go into the most remote areas and set up small units for the community. So 
there are hardly any mission set ups in today's cities. It's all in two-tier cities and towns 
and hamlets and villages, and all that--which is fine! But if you ask me to define a mission 
hospital today, I would broaden that to say that a mission is essentially an outpost. You 
go out into the world, it [the Bible] doesn't say to the villages... Into the world, where 
there is a need. Today there is an equal need in urban set ups. You know...I think there's a 
need for a few mission hospitals in the city of Mumbai, in the slums. In the urban ghettos 
that we see. [In Kolkata] there is [a mission hospital] right in the middle of a metro city. 
I'm saying that also has its relevance. So, for me, if you want me to define a mission 
hospital, it is a healthcare setup with caters to the most urgent need, and through that - 
spread the gospel.” Director, Semi-Urban, Protestant 
 
“So, this path must keep changing, because it's depending on the external milieu we have 
working in India --it all [respondent emphasized “all”] will change. Here in the South 
and the North of India it will all be different. That is the method, [the] "how". This is 
something when we are looking at the larger question of the mission--you were asking 
"what's your mission". So we can say "mission is to communicate Christ and His gospel 
through the meeting of the health needs of the most disadvantaged, unreached or 
marginalized." So we must aim at those who cannot afford expensive hospital. Can we 






“A [mission hospital should be a] place which is fulfilling a need; and looks at all kinds 
of needs; primary health, education. [It should] have ears and eyes open, expanding 
facilities to better care for patients. [We should] go into nursing because we need it and 
educate kids, especially kids that don't have a chance to get low-cost English medium 
education. [But] we should avoid duplication”. Director, Rural, Protestant  
 
“Mission Hospitals are a response to a need, identifying the need and responding. It's a 
calling.” Administrator, Semi-Urban, Protestant 
 
“Cities are the opinion makers, the worldview makers. If you only focus on rural areas, 
you get the numbers, but you don’t get transformation. How can mission hospitals partner 
with urban churches to impact cities? Are there opportunities to train church members, or 
youth, for home-based care for the middle class? Christian healthcare should partner 
with churches.” Retiree/Mission Hospital Association Leader, Protestant 
 
Whole Person Care:  
 
“So, I would urge the church to look at missions on a broader platform of not just being 
confined to religious, but also to look at the emerging need for missionary care in cities. 
One. Second is we [mission hospitals] also need to broaden our para-health issues of 
sanitation, environment, public health issues like road traffic accidents, counseling and 
psychiatric...So that's how I would define a 2017 perspective.” Director, Semi-Urban, 
Protestant 
 
“Mission Hospital's should be committed to holistic transformation… this is more than 
running a hospital at low cost.  There should be preference for vulnerable groups and a 
hunger to do it.  Mission has to be more than being technically sound”. Chaplain, Semi-
Urban, Protestant 
 
“In India we're moving from healthcare, to healthcare industry, to health industry. Care 
is missing! We need to stick to compassionate care, it is the hallmark of our work” 
Mission Hospital Association Administrator, Protestant 
 
Communicating the gospel through medical work:  
 
“The mission is to move from primary health care to health care more broadly defined. 
We want to provide comprehensive care especially to the poor, now with more herbal 
therapies. We want to show the compassionate heart of Jesus to all who come through. 
Healing is our mission; faith and trust in God is how we proceed, with the support of our 
sisters.” Healthcare provider meeting, Catholic 
 
 
No plan for the future 
 
“Someone asked the founder that question [what is the future of the mission hospital] one 
week before he died. He said he didn't know, he was only faithful to the call of God during 





Mission hospitals must work together 
 
 “Maybe the network [of mission hospitals] should be broken into levels of care. For 
example, primary, secondary, tertiary types so that people can speak the same language 
to each other.” Mission Hospital Association Administrator, Catholic 
 
“I really believe that mission hospitals can truly impact health in India. There is still a 
significant population in rural areas... People may move back to the villages, and we 
should be there. If we look at health in the broader perspective, from the social 
determinants of health, we are in the grassroots - where the social determinants of health 
are. The one thing that inhibits us [and creates our] lack of impact is disunity.” Mission 
Hospital Association Administrator, Protestant 
 
Retaining Values:  
“Service, values, quality options for the poor, commitment [should not change in mission 
hospitals].” Healthcare Provider Meeting, Catholic 
 
“Mission Hospital is not to make a profit but to give committed service to whole people, 
those who are ill and who are poor.” Mission Hospital Association Administrator, 
Catholic 
 
“[We need] transformative activism” Mission Hospital Association Administrator, 
Catholic 
 
Context specific response:  
“What makes mission hospitals relevant today? They either work in the rural areas or 
they go towards a corporate model, but with charity care.” Administrator, Semi-Urban, 
Protestant 
 
“[Mission hospitals need to:] change worldviews, strengthen the ethic of work, [and] 
focus on incarnation. Public-private partnerships are a way to help lower animosity; 
community health, empowerment, social capital building, and primary healthcare are 
where the opportunities lie for mission hospitals. Now is the time for creativity! [We 
need] new business models for Christian healthcare [with] focus on urban areas and 
partnerships with the urban church. [We need to] tear down mission hospital walls and 
stop thinking of ourselves as “small”.  [We need to] win what’s available.” 














 “I don't think my encounter with Christianity happened for the first time at [the mission 
hospital]. That [my Christian faith] was already there. But I think what [the mission hospital] 
did for me was to see faith put into practice in a way in which I had not seen it before. And it 
was not just through the formal education system, but I think, for me, personally. So, very 
practical expressions of faith. So, I'm not comfortable with the word "role models." I think 
that sort of leaves you an impression of people becoming clones of each other. But I think 
when I look back, I think what strikes me is that people lived out what they believed… There 
are people who stayed back here [In India] when they had opportunities, much better 
opportunities, because there was a sense of being called to do something.” Retired Hospital 
Administrator, Semi-Urban, Protestant 
 
“Well why do I stay here? Initially, I was….at the end of the day, I used to have sense of 
satisfaction, the sense of “I’ve done something”. Our work normally involves visiting patients, 
counseling them, reading with them, being with them in their anxieties, etc.; mainly a role of 
pastoral care giving. So I was satisfied with the ministry I was doing and the work here is not 
monotonous; it has work among the staff, work among the students, ministry among the 
patients. So different dimensions; it’s not always suffering, suffering, there are some joyful 
moments also. The community is also very gracious—they accept us, me, as part of their 
spiritual growth—not in a sense of spiritual growth, a sense of holistic growth.” Chaplain, 
Semi-Urban, Protestant 
 
“What is a Christian appendectomy? “Christian” is not a noun; “Christian” is an adjective. 
If I do the appendectomy when I'm tired, but when the conditions require it for the sake of that 
person, doing what is right in spite of poor facilities: that is Christian. When we begin to truly 
see and consider the other over our own needs. Death to self. That is when we are beginning 
to see God.” Retired Administrator/Practicing Physician, Rural, Protestant 
 
[Describing a transformative moment in his own faith/vocation, one respondent told the 
following story about a mission hospital doctor]:  
“I saw that he really loved and cared for his patients. He shared the pain of the people. There 
was once a conflict that arose between a family and one of the physical therapists. In an 
intervention meeting, this doctor walked into the room and deeply apologized to both groups 
for their hurt and anger in the situation. It broke the anger in the room.” Physician, Rural, 
Protestant 
 
“We also act as peacemakers in homes. Prayer matters. A lot of healings take place where 
there are no facilities. [Interviewer note: when the Sister said this there was huge agreement 
among the others. They all seemed to remember a moment when they had witnessed a healing 
in a time and place where there were no alternatives. Another added:] “We are risking our 
lives for the people. The Lord is there, so it will continue. So many Christians have died, but 





Faith and religious practice within mission hospital communities  
 
“See if you ask the question today, "why does the word 'Christian' remain in [the mission 
hospital’s] name?" Firstly, obviously, because of constitutional reasons--that's according to 
the Indian constitution--the minority faiths have the right [ respondent emphasis] to establish 
and administer educational institutions of their choice. That's the actual words of the 
constitution… So that's one very obvious way that it is Christian. Secondly, I think the 
overwhelming proportion of staff--especially at the higher levels--are of the Christian faith. It 
doesn't mean that they are welcomed here for faith reasons, but they happen to be Christians. 
So, the faculty, for instance, the rules are that every unit will not have more than 25 percent 
non-Christians. So that's another sense in which [the mission hospital/medical school] is 
Christian. [We also have] a fairly large and able department of religious work--or 
chaplaincy. And uh...when a patient is admitted, every admission is reported to this 
department, and every patient gets a visit from the chaplaincy department. And there are 
guidelines as to how soon after admission a patient must seen. So there are chaplains 
assigned to all wards and all departments.  
    Christian worship is still a fairly important part of the life of the community. Every 
important function [at the mission hospital], a chaplain will be present, and it will begin and 
end with a prayer. And these are all conspicuous ways in which it [the mission hospital] is 
Christian. Um...every department and unit sets apart some time every week for some kind of a 
value-based discussion, which is usually led by a member of the chaplaincy department. 
Various people. So pastoral care in general is an important dimension of [the hospital], but 
when you come to the professional work, it's...well if you're a professional working at [the 
hospital]--as in any teaching hospital--it's usually described as consisting of clinical care, 
education, research…Therefore, the mission statement of [the mission hospital medical 
school], which maybe you've read? (Interviewer: Agrees, “Mmhmm”) states that the objective 
is to provide an education of the highest standard in the arts and sciences, in the spirit of 
Christ. So the perception of education is not simply competence, but a value-based 
competence. And [we try] to do this. So these other aspects of education are important; 
outside what happens in the laboratories and lecture rooms. That is facilitated by the fact that 
historically, at least on the medical side, it has been a completely residential institution. 
Completely. Both the fact that the faculty and the students--all students--are in residence [on 
campus]. Even those who have families [live] within the campus.” Retired 
Professor/Physician, Semi-Urban, Protestant 
 
[Describing why it’s important to have Christians in key leadership positions within mission 
hospitals, one respondent said:]  
“We value this identity, [it helps us] to withstand political pressure… we've gotten some 
pushback, but I think that this is a part of what has made us really strong” Mission Hospital 
Association Administrator, Protestant 
 
“We are using our lives. Maybe not making much money, but there is a sense of purpose. 
There is a big community aspect to [this mission hospital]. We live together, eat together, 
work and pray together. Some doctors leave and go work at corporate hospitals but come 
back to us because they miss the community. Those doctors say that there is so much pressure 
in corporate healthcare; so much competition. Here we are more laid back. We are more of a 
community. We also get a lot from patient stories. Stories of people we’ve helped who would 




Communicating faith within medical practice 
 
“Let’s say “this is what it is”. It is, for example, as a Christian, this is a Christian work. If 
you … we do this because are convinced and convicted of the love of Christ for us and we 
want others also to experience the love of Christ.” Chaplain, Semi-Urban, Protestant 
 
“The way we talk to our patients about God is by giving God the praise for healing instead of 
taking the credit for ourselves. For example, I had one patient who had lived for many years 
with chronic back pain who I was able to help. When this man thanked me for my work, I 
pointed to God. In this way we give witness and give testimony we don't try to recruit patients. 
We tell them that we are here to serve” Hospital Director, Semi-Urban, Protestant 
 
“New mission hospitals are not doing their homework... Yes, they don't have the baggage of 
history... but they don't have their philosophy worked out, [ much] to their detriment. In the 
old days, missionaries had language and cultural training. But now, even new mission 
hospital's come with a colonial approach to mission… south Indians don't automatically 
“get” north Indians. Just having brown skin does not mean you have cultural understanding” 
Physician, Rural, Protestant 
 
“Health is our medium. There is no need to say anything. People will see, know, and ask. One 
of [my] mentors told [me] not to hang any crucifixes or Saints. The mentor said to [me], “You 
be the crucifix. You be the statue” Mission Hospital Association Administrator, Catholic 
 
“When you’re a doctor, I’m not there to convert people, rather I’m there witnessing Christ’s 
love. So that dimension of doctors, nurses…they understand that this is how I witness Christ’s 
love! Witness by action. So, the healing ministry is a witnessing ministry, rather than a sort of 
converting proselytization… So, Indian Christian doctors—how do they witness Christ’s love? 
Now of course that is the fundamental mission that we have, witnessing Christ’s love. Christ is 
my savior and I should share this with others also, but how do we do this? Through my 
mission through my activities by caring for the sick and suffering by treating them. Then they 
say Christ’s love. If that order is not maintained…the structure…it clashes with the Hindu 
fundamentalists who come forward to fight against these mission hospitals. In other ways in 
other places they’re welcome because they don’t go into this kind of conflict…Faith is 
important of course—we stand by Christ; there is no doubt we are Christians. I go to that 
remote village because of Christ’s love, no doubt. But when I go there, how to I share Christ’s 
love? That methodology really has be [actions first] otherwise I will unnecessarily come into 
clash and that will actually debilitate the whole process.” Chaplain, Semi-Urban, Protestant 
 
“We refuse to preach. When I interface with my patients, that [ Christianity] should not come 
up. God is critical to us, without him we'd never survive. He enables us to love.” [Here, the 
respondent told a story about a reporter interviewing Gandhi, asking what Christians in India 
should do:] “Gandhi had four points: 1) be a little more respectful of others, 2) live a little 
more of the Gospel, 3) don’t dilute the gospel, say how it is, 4) let your contact with people be 
love. India is identity obsessed, with caste, with name, with state…. For Christians in India, 
there is no caste, but the focus of the church has become jobs for the Christian community, 
and power for the Bishops, and money. There is a need for the church to rediscover Jesus in 





Sample of Fieldwork Notes/Observations of Mission Hospital Practice 
 
• “He prayed for me at the end of our talk. This was the first time someone at [this 
mission hospital] prayed for me after we met.” Semi-Urban Protestant Hospital 
 
• “We landed in the community health department, and sat with a nurse who was 
waiting to catch a train home. She had a round, approachable face, and warm 
personality. We talked for some time and I learned that she had worked for MSF, and 
in multiple war zones and conflict areas in the neighboring state. This is the type of 
person who really does the frontline work in conflict situations. Had she been from 
the US or the UK, she may have had her own publicity team or a flashy blog. But 
instead, she continues to serve at great personal cost with little to no fanfare, 
continuing to put herself in places of dire need. Before she left, she gave me and my 
host a pair of earrings that she had in her bag.” Rural Protestant Hospital  
 
• Notes from attending a Good Friday service: “That evening, we gathered together in 
the small chapel on campus. The service was optional and [the doctor] joked that it 
may just be us. And indeed, at first there were only the five of us, but slowly others 
begin to join until about 20 or 30 people were in the room. Most were under the age 
of 30. There, in that old chapel, tucked away into the low-lying foothills, we read the 
account of Jesus's crucifixion verse-by-verse. Each person read one verse in whatever 
language their Bible was in – probably five to six languages in all. Every few verses 
or so, [the doctor] would pause to provide a bit of exegesis. The room was barely lit 
and incredibly quiet. A sense of reverence filled the space.  It was the most 
meaningful Good Friday service I have ever attended. I couldn't help but think about 
the religious tension that I knew existed in the state and the persistence of faith.” 
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